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considering post-war problems, in his 
recent report to the Alumni of Yale Uni- 
versity, President Seymour says “we must wisely 
steer a course between opposing attitudes: on the 
one hand the urge to a Tory complacency conceived 
in a nostalgic and unrealistic idea of the ‘happier 
days of the past’; on the other hand, an equally 
unrealistic faith that novelties and hasty experi- 
ments offer the only solutions to the problems we 
have inherited from war and international revo- 
lution”. 

Although the problems confronting the medical 
profession are not necessarily inherited from war 
and international revolution, nevertheless Presi- 
dent Seymour shows very plainly the course that 
must be followed by us if we are to maintain the 
high standards and the prestige that have always 
been ours. 

It is perfectly evident that we cannot and must 
not think for a moment of allowing ourselves the 
pleasures of a “Tory complacency”, neither should 
we sit supine while a noisy minority are clamoring 
for the introduction of “hasty experiments” which 
we in our hearts feel will result in giving the Amer- 
ican people a larger quantity of medical care per- 
haps, but of such a lessened quality that they will 
be the poorer for it. 

Hasty experiments ! How dangerous they are to 
the whole social structure! Tis a great pity that 
everyone who seeks to enter national political life 
is not required to specialize in history both ancient 
and modern. Perhaps he might even be made to 
pass an American Board of History to parellel 
what the medical man must do to qualify as a spe- 
cialist in any branch of his profession. 

*An address delivered before a joint meeting of the 


Rhode Island Medical Society and the Providence Medical 
Association, at Providence, February 4, 1946. 
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Such study would at least teach him that there 
are certain fundamental laws of human nature and 
human relations that are not to be gainsaid. 

History repeats itself and human nature does not 
change. 

The Roman Empire fell largely because the 
Roman people were allowed to imagine that they 
could attain security in living through a blind 
dependence on Government. 

Government would think for them. All they 
had to do was to open their hands and they would 
receive. 

The inevitable result was the loss of individual 
initiative and the will to defend what was theirs. 
When the crisis came and the hordes of barbarians 
were hammering on the gates of Rome, that loss of 
initiative plus their dependence on Government 
made them totally incapable of making a united and 
determined effort to defend the glory of Rome 
which was theirs, and in consequence the greatest 
civilization that had existed up to that time, fell 
in ruins about them. 

Ah, but, the Brain Trust says it is utter folly 
to compare our wonderful modern civilization with 
that of Ancient Rome. Superficially it is. Funda- 
mentally there are similarities that make one pon- 
der. At any rate the uplifters are trying to do to 
the American people exactly what the Roman 
Emperors did all too successfully to the Roman 
people. They are again holding out the bait of 
security. Not this time in the guise of doles and 
bread, but in the promise of security in childhood, 
security in sickness, security in old age, security in 
everything from the cradle to the grave. 

When all the while they must know, if they know 
only the A.B.C. of human nature, that the only 
security there is for us humans lies in the individ- 
ual’s determination to think for himself, to act 
for himself and to provide for the accidents of the 
future by himself. 

Human nature has not changed one iota since 


the days of Ancient Rome and the same effort to 
continued on next page 
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paternalize our government in this 20th century 
will have the same disastrous effect on the character 
of our people as it did on those other people cen- 
turies ago. 

We have it from Senator Wagner himself and 
from President Truman that the proposed expan- 
sion of the Social Security Act will not socialize 
medicine but we as physicians know perfectly well 
that any such talk is pure whitewash. Even if we 
could kid ourselves into the belief that such legis- 
lation would not socialize, would not lower the 
general level of medical practice, every thinking 
man and woman among us should oppose it on 

_grounds not directly connected with his profession. 
First and foremost we should oppose it on the 
grounds that it would lower the level of morale 
of our whole population. We have had an example 
of this on a small scale here in Rhode Island where 
the Cash Sickness Fund is looked upon by the large 
majority as a sort of savings fund account that 
can be called upon whenever one is tired of work- 
ing and feels the need of a vacation. Since the 
money is taken by compulsion, they quite naturally 
feel it is rightfully theirs, wrongfully held and they 
mean to have as much of it back as possible whether 
rightfully or wrongfully! 

The same thing will happen on a much grander 
scale if any of the bills aimed to uplift (?) the 
people of these United States is passed. 


Secondly, we will have the greatest bureaucracy 
saddled upon us that the country has ever known 
and our experience of the last few years has given 
us more than a taste, rather a huge mouthful of 
what that means. 

Thirdly, the cost, two (2) billion dollars is quite 
a sum of money. If the ordinary working man knew 
that even this huge sum will probably not be 
enough to carry the benefits offered and that he 
may face a pay envelope reduced not by 4 but 
even by 6 or 8%, he would not be so inclined to 
authorize his Union to vote for and urge the 
passage of such legislation. 

What can we, a small group, do to prevent the 
passage of legislation that we in our hearts believe 
is detrimental to the future of the whole nation? 
Two courses are perfectly apparent—the one a 
sort of negative activity, the other an active effort 
to arouse the somewhat somnolent desire of our 
people to stand on their own feet and to think 
and act for themselves. 

If we choose the first course, and it certainly 
is the simplest and most primitive, all we have to 
do as a profession is to make it be known that we 
will refuse to participate in the operation of the 
scheme. For of course without the active participa- 
tion of considerably over 50% of physicians no 
such plan could succeed. 
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The great difficulty in carrying out this form of 
opposition lies at the very roots of our existence 
as physicians. We are here to treat the sick when- 
ever they come to us and whatever their position 
in the social scheme. 

Of course we could treat the sick who are entitled 
to benefits under Social Security and refuse to 
send Government a bill for services rendered. Dut 
here alas, economic necessity steps in to put a 
damper on any such visionary plan. 

The second way in which we can attack the 
problem is not one of frontal assault, not one in 
which we just refuse to “play ball”. ° 

It requires just the same unanimity of action on 
our part and is based on a direct appeal to that 
independence of spirit we must believe still exists 
in the heart of the average man. By offering him 
an opportunity to provide for catastrophic illness 
through a system of voluntary insurance for which 
the medical profession is primarily responsible, we 
have every reason to believe that much of the 
thunder will be taken from the dark clouds of 
the socializing storm that hovers over us. 

Believing firmly that ‘the medical profession of 
Rhode Island has always been receptive to any 
sound and progressive program for the improve- 
ment of the health of the people of this State and 
for the better distribution of the costs of medical 
care”, your House of Delegates took the first step 
on the road toward the formation of a voluntary, 
pre-paid medical-surgical plan by having an 
Enabling Act presented to our legislators giving 
the Rhode Island Medical Society sole right to 
incorporate such a non-profit organization in the 
State. 

Section 9 of this Act is important, because it 
allows any non-profit Hospital Service Corpora- 
tion duly organized under the laws of the State 
“to take over all of the duties and responsibilities 
of a non-profit Medical Service Corporation”. 

More on this Section later. 

To further a plan of medical-surgical prepaid 
voluntary insurance, a committee of six (6) 
doctors was appointed to study existing plans and 
to make recommendations, these six to invite five 
(5) prominent public-spirited lay-men to sit with 
them in their deliberations. 

It is fitting at this point to express publicly our 
great indebtedness and sincere thanks to these 
gentlemen who gave lavishly of their time and 
thought to the problem. Without them much more 
time would have been consumed in reaching any 
conclusion. 

It would be unprofitable to report in detail the 
discussions that led to the final report of the 
Committee. 

However, certain items in those discussions are 
important. 
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First of all the opposition in the Committee to 
the wording of Section 9 of the Enabling Act, 
which as you remember, allowed the Rhode Island 
Medical Society to delegate all the powers invested 
in it for the establishment of a non-profit Medical 
Service Corporation to an already existing non- 
profit Hospital Service Corporation—referring of 
course to Blue Cross. 

Certain members of your Committee felt that 
by allowing this to pass the medical profession 
would lose all control of medical policies in the 
operation of the plan in case Blue Cross was asked 
to take it over. They therefore recommended that 
the Section be amended to read “all or part of the 
powers”. However the Legislature passed the Act 
as originally worded and there was nothing much 
we could do about it. 

Very early it was voted to confine our efforts 
to planning for surgical and obstetrical benefits 
in the hospital only with the idea that as funds accu- 
mulated we could extend the benefits to embrace 
a wider field—such as surgery in and out of hospital 
and purely medical benefits under certain specified 
conditions. 

It was recommended that there should be an 
income limit—$2500 for individuals, $3000 for a 
family, below which limits sums paid by the Cor- 
poration as set forth in a fee table published by 
the Medical Society must be considered as payment 
in full for the service rendered. On the other 
hand individuals and families in the higher income 
brackets could be charged more at the discretion 
of the attending surgeon and the sum paid by the 
Corporation be considered only as an indemnity. 

The House of Delegates has voted to change 
the income limit to 2000 dollars for a single man or 
woman, 2500 for man and spouse with 300 dollars 
added for each dependent child. 

The committee was unanimous in its opinion 
that no plan could be successfully run without the 
co-operation of Blue Cross. Their wide experience 
in merchandizing and administering hospital bene- 
fits seemed essential to success. It was unthinkable 
to your committee that a group of busy doctors 
could spare the time, nor had they the necessary 
training to take on such a task. 

The degree of our participation with Blue Cross 
was under considerable discussion. It was not until 
a sub-committee appointed to examine what our 
relations with Blue Cross should be, had presented 
its very able and logical report that we could 
vote unanimously to recommend that Blue Cross 
be asked to take over the complete running of 
our surgical benefits plan, reserving for ourselves 
a measure of medical control through a small 
arbitration committee appointed by the Rhode 
Island Medical Society to pass on problems purely 
professional. 


The House of Delegates would not accept these 
recommendations and so we seemed to have reached 
an impasse. Fortunately the door for compromise 
was left open a crack by an unofficial suggestion 
that Blue Cross might be induced to give us 
increased representation on their Board of 
Directors. 

Another meeting and it was found that Blue 
Cross was willing to accept medical men appointed 
by the Rhode Island Medical Society on its Board 
in the proportion of one in every four members. 
This should give us a real say in the development 
of policies when the plan begins to operate. 

There is much detail to be worked out, such as 
the form of contract with the subscribers on the 
one hand and the participating physicians on the 
other. Then a fee table must be prepared by a com- 
mittee of the Medical Society. 

In the main our plan will be modeled a good 
deal on the plan that has worked so successfully 
in Delaware. 

The financing of the Plan is of paramount 
importance. Blue Cross will of course have to be 
re-imbursed for the merchandizing and the opera- 
tion of the Plan. It is possible this can be done 
from the beginning through subscribers payments 
only, provided participating physicians will be will- 
ing to wait for payment for services rendered until 
the reserve in funds is sufficient. On the other 
hand loans from the doctors of the State may be 
necessary to launch the plan successfully. 

Costs at any rate must be kept at a minimum. 
If the Plan is to succeed at all it must be able to 
compete with commercial insurance companies on 
a basis of cost and the size of benefits. 

Above all there must be sympathetic under- 
standing between Blue Cross on the one hand and 
the medical profession on the other. 

The plan once launched, they are just as anxious 
to have it succeed as we are. We ask them for 
the help of their experience. We must be willing 
to listen to their advice in the operation of the 
Plan. On the other hand there are certain pro- 
fessional rights and professional standards we 
mean to maintain. Our representatives on the 
Board of Directors will be expected to see that 
the rights are recognized and the standards main- 
tained. 

Finally and most important whatever the mere 
details of the Plan as finally adopted, its success- 
ful operation depends entirely on the attitude of 
the medical profession of the State. If they accept 
it whole heartedly as a public service, as an honest 
attempt to give our citizens help in time of need 
and at a cost they can afford, then it will steadily 
increase in usefulness and will become one more 
barrier erected by us opposed to the regimentation 
not only of ourselves but of the public, that is 
most certainly in the offing. 
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see general practitioner of medicine who meets 

with the problem of treating hemorrhoids, na- 
turally, pauses for a moment to reflect upon his 
fund of knowledge on the subject. As he reflects, 
he becomes dimly aware of the fact, that in the 
main, this consists of broad generalizations which 
help him but little in the particular case awaiting 
his treatment. In an effort to supplement his gen- 
eral knowledge on the subject, he may turn to the 
literature for assistance. Here he will find himself 
in the deplorable dilemma of choosing between text 
book opinions, some of which are archaic, and cur- 
rent literature articles which, in their enthusiastic 
support of some therapeutic fad, are radical if not 
actually fanatical. 


Obviously, therefore, an unprejudiced evalua- 
tion of a method which, after fifteen years of trial, 
is at present being used, is to be welcomed. A digest 
of present concepts as to treatment of hemorrhoids, 
as practiced in the Rectal Clinic of the Massachu- 
setts General Hospital, is attempted in this mono- 
graph. 


General Considerations 

By many, hemorrhoids are generally considered 
as a purely surgical condition. All too frequently, 
they are considered as a disease entity, while as a 
matter of fact they are ordinarily a result of dis- 
turbed physiology which covers a very wide range 
of general, as well as local pathology. Hemorr- 
hoids occur usually after the second decade of life 
and are rather common in thin individuals. Whether 
or not heredity is a factor, is not definitely estab- 
lished. 

The recognition and approbation of the injec- 
tion method for treating hemorrhoids is the culmi- 
nation of a long and valiant struggle on the part 
of the few who discerned its inherent value. The 
originator of the method in this country was 
Mitchell! of Clinton, Illinois, who, in 1871, adapted 
to his own uses, the discovery of Morgan, of Dub- 
lin, Ireland. He seemed, however, to care little for 
actual results and gave no study or thought to 
further development of this procedure or to proper 


instruction of those who wished to practice this 
therapy. For this reason, the treatment, being ex- 
ploited throughout the country by itinerant charla- 
tans and untrained practitioners, fell into disrepute. 
It took many years of firm faith, assiduous labor, 
and widely disseminated literature to restore the 
tarnished reputation. For this, Andrews’, Tuttle’, 
and Kelsey,*® should receive most credit. It is 
largely through their efforts that the injection treat- 
ment of hemorrhoids has attained a definite place 
as an ethical and scientific procedure. This therapy 
today is held in high esteem by many leading proc- 
tologists in this country and abroad. In selected 
cases it is recognized as an adequate means of 
treatment and besides being effective it is relative- 
ly painless, and the patient remains ambulant. 

Most of the contrary opinions are based on ad- 
verse results which sometimes occurred, with com- 
plications, such as sloughing, abscess and fistulae. 
These have been eliminated to a great extent by 
perfection of technic, but the greatest factor in ob- 
taining satisfactory results is the proper and dis- 
criminating selection of cases. According to Mar- 
tin®, approximately 50 percent of cases of internal 
hemorrhoids are suitable for injection ; and Dukes’, 
of London, has answered practically every known 
controversy in his review of this therapy. The 
great misfortune is that those not properly schooled 
in the anatomy of the anorectal region, or skilled 
in this technic are prone to inject hemorrhoids 
indiscriminately. Unsatisfactory results, complica- 
tions, and even failures may be expected in the 
wake of incorrect diagnosis, indifference to con- 
traindications, and faulty technic. 

Refinement in the technic of injection of internal 
hemorrhoids as practiced in the Rectal Clinic of 
the Massachusetts General Hospital, is best de- 
scribed by Hayden’. Reviews of the results in 
the Rectal Clinic of the Massachusetts General 
Hospital, from 1930-1939-1945, have been studied 
and reported by Balch’, Mabrey'®, and Spear". 


Selection of Cases 
Yaker!® 1° has struck a sensible note regarding 
this subject. He states there is no reason for argu- 
ing whether surgical removal or the injection of 
sclerosing agents is the better form of therapy 
for internal hemorrhoids. He believes that there 
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is ample reason for utilizing both methods, since 
good results are obtained by each. The essential 
thing is to recognize the fact that injection treat- 
ment should be chiefly reserved for uncomplicated 
and moderate internal hemorrhoids, whereas the 
so-called “mixed type” and the advanced cases 
should usually be operated on. 

Initially, it is paramount that the proper type 
only be injected. It is advisable that the patient 
understand the limitations of this form of treat- 
ment. Internal hemorrhoids only should be thus 
treated. Hemorrhoids of the internal variety, when 
small or of moderate size and uncomplicated, are 
suitable for the injection treatment. This form of 
therapy is contraindicated, however, in all external 
hemorrhoids; where considerable fibrosis exists ; 
or where thrombosis, strangulation, or ulceration 
has occurred; also in the presence of a markedly 
contracted sphincter ; and where associated pathol- 
ogy exists, such as fissure, fistula, pelvic tumors, 
cryptitis, proctitis, and phlebitis. If a fissure or 
fistula are present and require surgery, surgical re- 
moval of the hemorrhoids is best accomplished at 
that time. Every case of rectal bleeding should be 
proctoscoped and if indicated studied by other 
methods. The anatomy of the anus and rectum 
as described in various books of anatomy needs 
no elaboration here. History of bleeding from 
rectum after bowel movement, in form of bright 


blood, staining the bowl, or wiping tissue; pro- 
trusion from rectum after bowel movement; a 
sense of incomplete evacuation ; discomfort in rec- 
tum and at times an unexplained backache suggest 
a direct physical and clinical examination of the 
rectum and a proper diagnosis of internal hemorr- 
hoids. 


Equipment 

The only instruments necessary are a suitable 
anoscope, a syringe and needle, a sclerosing solu- 
tion and a good light. At the Rectal Clinic of the 
Massachusetts General Hospital, a small fenes- 
trated Otis anoscope, a 5 cc. Luer lock type 
syringe, and a one and a half inch 26 gauge needle, 
and an ordinary student’s reading lamp on a stand 
are preferred, and have been proved to be very 
satisfactory. The sclerosing fluid used is a five 
percent quinine and urea hydrochloride prepared 
in bulk. In. private practice it is best used in sterile 
ampules containing 2 cc. each. Quinine and urea 
hydrochloride was first introduced by Terrell** * 
in 1913 and has given excellent results. Fansler’® 
finds five percent phenol in Olive or Wesson’s oil 
to be most satisfactory. Rosser*’ states that, in his 
experience, phenol, even when dissolved in glycer- 
in, must be limited to a few minims if sloughing is 
to be avoided. All strong fluids cause sloughing. 
The selection of a sclerosing fluid is important in 
the injection of internal hemorrhoids. Tuttle’® says : 
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“The principle upon which this method is based 
consists in the production of an inflammatory in- 
duration of the hemorrhoidal mass, through which 
the circulation is retarded or partially cut off, but 
which does not go to the extent of cauterization or 
strangulation so as to result in sloughing.” 


Technic of Injection 

The patient lies in the right Sim’s position, and 
with his left hand elevates the left buttock, thus 
facilitating exposure of the anus. The operator 
sits on a stool at the side of the table facing the 
patient’s buttocks, his line of vision, being level 
with the operative field. A student’s lamp placed 
between the operator’s feet and reaching the level 
of his chin supplies adequate illumination. 

Digital examination is first performed, using the 
left index finger covered with a rubber cot and 
well lubricated. If an inflammatory lesion is found, 
such as a fissure, fistula or acute cryptitis, no in- 
jection should be carried out until these have been 
corrected. Uncomplicated internal hemorrhoids 
are not as a rule palpable by digital examination. 

A fenestrated Otis anoscope, well covered with 
a greasy lubricant, is next introduced into the anus, 
and is pushed in as far as it will go before removing 
the obturator. This is necessary because in many 
cases the mucocutaneous line is deeply placed. This 
line can be readily identified by the alternating 
papillae and crypts about 2 or 3 cm. from the anal 
margin. If an internal hemorrhoid is present in 
that quadrant, it will bulge into the fenestrum of 
the speculum. 

The hemorrhoid is wiped with a dry swab and 
cleansed with soap solution. Complete steriliza- 
tion is impossible, and the use of iodine or other 
antiseptics is unnecessary. The danger of infection 
is negligible. We have not seen an abscess result, 
despite insufficient sterilization of the area of the 
needle puncture. In the presence of known infec- 
tion, injection should be postponed. 

Using a 5 cc. syringe filled with a solution of 5 
percent quinine and urea hydrochloride and fitted 
with a 26 gauge needle 4 cm. long, the hemorrhoid 
is punctured and 1.0 to 1.5 cc of the solution is 
injected directly into the center of the hemorrhoidal 
mass at a depth of 0.3 to 0.8 cm. from the surface 
of the mucous membrane, according to the size of 
the hemorrhoid. The needle puncture should be 
made 0.6 cm. or more above the mucocutaneous 
line, and care should be taken not to inject either 
the submucous area, the outer wall of the bowel or 
the pararectal tissues. Submucous injection is like- 
ly to result in a slough, while injection thru the 
bowel wall or pararectal tissue may produce a 
serious infection in the pelvis. 

After the injection is completed, the obturator 


is replaced and the speculum removed. If neces- 
continued on next page 
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sary, this procedure is repeated until all four 
quadrants have been injected. 

Most patients have an uncomfortable ache or a 
sensation of fullness in the rectum starting ™% hr. 
following injection. This may last from thirty 
minutes to one hour. In most instances it is not 
actually disabling. Injections are repeated at week- 
ly intervals until the main symptoms of bleeding 
stop. Protrusion usually does not recur after one 
or two injections; the treatment, however, should 
be carried out for three or four weeks unless 
palpable fibrosis or slough results. In this case 
only the hemorrhoids not indurated should be in- 
jected. The patient is ambulatory during the treat- 
ment. 


Advantages ond Disadvantages 


The advantages have already been touched upon 
lightly. The method requires no anesthetics and 
is economical to the patient. It is an ambulant pro- 
cedure and therefore does not necessitate hospital- 
ization. No period of disability should occur: in 
fact complications are comparatively few and of 
less import than postoperative sequelae. Without 
risk, this therapy can be utilized in pregnancy. 
diabetes, and old age, as well as in cardiac, renal 
and pulmonary diseases. Relief of symptoms varies 
in length of time. It is dependent on the number 
of injections, and on the size of hemorrhoid, and 
other various factors. 

Although few, the disadvantages may be enu- 
merated as follows: (1) limitation of the treat- 
ment, in that not all hemorrhoids are suitable for 
injection; (2) frequency of recurrence, estimated 
at approximately 15 percent in from two to five 
years'* *° and (3) the misfortune that the pro- 
cedure is so often performed by the unskilled, with 
the result that the complications arising are not 
only disheartening to the proctologist, but at times 
hazardous to the patient. 

With experienced operators, careful selection of 
cases, and meticulous preparation of the solution, 
complications are today comparatively rare. At 
times a sensation of heat or slight fullness exists 
for a few minutes, but rarely does it continue for 
more than thirty minutes to an hour. Pain of a 
burning or stinging character occurs where the 
injection is made too close to the anorectal line or 
where too much solution is injected. This may 
continue for several hours. Of course the injection 
should not be made when the mere insertion of 
the needle is attended by pain: but, if the solution 
has been deposited, hot compresses and sitz baths 
will prove of value. In an exceptionally small pro- 
portion of cases, idiosyncrasy to quinine will be 
noted (1 percent), but this should not deter the 
expert physician from using the drug as a routine 
procedure. 
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Marked bleeding never occurs unless sloughing 
takes place, although slight oozing is not uncom: 
mon. In part this may be avoided by withdrawing 
the speculum at the same time as the needle. This 
relieves the tension placed upon the hemorrhoidal 
mass by the walls of the fenestrum of the anoscope 
and permits the rectal walls to collapse, which serves 
to exert slight pressure and thereby prevent bleed- 
ing. Sloughing is relatively uncommon, except 
when the procedure is performed by the unskilled. 
Usually it is due to the use of a too-strong or an 
excessive amount of solution, or to making the 
injection too close to the anorectal line. As a 
remedy, the instillation of warm olive oil may be 
used with satisfaction. In these cases bleeding is 
not infrequent, and pressure with a plug of boric 
acid gauze or even ligature may be necessary. By 
some, sloughing is considered a minor sequel, but 
it should be avoided, since complications of a more 
serious nature may ensue, such as ulceration, proc- 
titis, stricture, abscess, and fistulae. Where con- 
traindicated, the injection method should by all 
means be avoided, but in selected cases it is a 
facile, relatively painless, and satisfactory pro- 
cedure. 

Summary 

A brief resume of the history of injection of 
hemorrhoids is presented. General considerations 
of pathology and method of selection of suitable 
cases are reviewed. The equipment necessary for 
this type of treatment and the technic of injection 
as used and performed at the Rectal Clinic of the 
Massachusetts General Hospital is described. Ad- 
vantages and disadvantages of this method of 
treatment are summarized. 


Conclusions 

The injection treatment of internal hemorrhoids 
can be satisfactorily carried out in about fifty to 
ninety percent of the cases seen and examined. 

Selection of cases is a major consideration. The 
treatment is practically painless and devoid of 
serious complications in the hands of expert opera- 
tors. Injection will cure the symptoms of internal 
hemorrhoids, namely bleeding and protrusion. The 
cure may be permanent depending on the number 
of injections, and the size of hemorrhoid. A recur- 
rence may be expected in two to five years, which 
may be relieved by subsequent injection. In selected 
cases it is a facile, relatively painless, and satis- 
factory procedure. Patients are satisfied with the 
results. 


BIBLIOGRAPHY 
1 Bacon, H. E., and Price, H. A.: The Injection Treat- 
— of Hemorrhoids ; Clinical Med. & Surg., 43-288-91, 
2 Andrews, E.: “Rectal and Anal Surgery”. Chicago 
Medical: Co., 1900, p. 36. 
3 Tuttle, J. P.: “A Treatise on Diseases of the Anus, 
Rectum, and Pelvic Colon”. D. Appleton-Century Co. 


N. Y. 1903, p. 624. 


R 
A 


3 
= 
4 
: 
1 


+ 


MEDICAL CARE FOR THE VETERANS 


MEDICAL CARE FOR THE VETERANS* 


MAJOR GENERAL PAUL R. HAWLEY, MC 


The Author. Major General Paul R. Hawley, MC, of 
Washington, D. C. Assistant Administrator of Vet- 
erans’ Affairs, in charge of Medicine and Surgery, 
U. S. Veterans Administration. 


I SHOULD first like to say that I am personally 
very sorry to hear that your President is ill and 
unable to be here tonight, but that his deputies have 
outdone themselves in hospitality since I have 
arrived in your state and city. It is a privilege to 
meet with this distinguished group. Today — this 
morning — for the first time there appeared in my 
office due to delays in mail the JouRNAL of your 
State Society, and I cannot tell you how flattered I 
am to have been so honored in this issue. It is a 
pleasure to meet this group — with a group that 
can understand the medical problems of the vet- 
erans. I have to meet with so many groups, fortu- 
nately much smaller than this, that are unable to 
understand these problems as only a doctor can 
understand them. Finally, it is always a cause for 
celebration for any of us to get away from Wash- 
ington. 

Now it seems to me that our problem in the med- 
ical care of the veterans is so simple that it can be 
thoroughly understood by any twelve-year old child, 
and to show you how simple that it is, I am going 
to speak as I would perhaps to a twelve-year old 
child. Despite the great numbers of perfectly 
splendid doctors that have spent years in the service 
of the veteran in the Veterans Administration — 
and let no one in this audience think for one minute 
that there are not today and have not been for a 
number of years as fine, well-trained and competent 
men in the service of the Veterans Administration 
as you will find in any group of medical men in this 
country, — the evils that have grown up in the 
medical service were almost entirely beyond the 
control of this group of men. I should like here 
publicly to express my deep appreciation of the 
way this fine group of men in the Veterans Admin- 
istration have received me—a rank outsider—who 
should and could have been received with sus- 
picion. They welcomed me because they have 

*An address delivered before a joint meeting of the 


Rhode Island Medical Society and the Providence Medical 
Association, at Providence, February 4, 1946 


realized that it was going to require someone from 
the outside to correct these evils. The system had 
so restricted these fine men that they had grave 
doubts that anyone in the service could correct 
them; and furthermore, they realize, and I want 
you to realize, that other than to serve the vet- 
eran this job means absolutely nothing to me. 
The only thing that can be done to me is to send me 
back to the Army. And so these good people in the 
Veterans Administration realize that I have no per- 
sonal ambitions, and perhaps it does take someone 
with the background that I have to help them ; and 
they will realize more and more that my sole aim, 
next to helping the veteran, is to help the doctors 
who will help the veteran. s 

So the first proposition is that the veteran never 
has on the whole received perhaps the standard of 
medical care that he has earned, and that the people 
of the United States for the most part have all these 
years thought that he was getting. 

The second part of the problem is that, when the 
facts were known to the people, they immediately 
demanded correction and the highest possible stand- 
ard of medical care for the veteran. 

Third, it was never possible under the existing 
organization and administration to give that high 
standard of care with a completely full-time medical 
service when there were only four million veterans 
to care for. Under a more sympathetic and more 
understanding direction it might have been possi- 
ble to provide a medical service of acceptable stand- 
ards for four million veterans. But I rather ques- 
tion that, with the competition of other public serv- 
ices and the temptation of private practice, it could 
have been wholly possible. It certainly was impos- 
sible under the completely unsympathetic manage- 
ment of the medical service of the Veterans Admin- 
istration by those in authority. 

Fourth, one has only to know a very little about 
the present medical situation in the United States 
to realize that it is impossible to provide any kind 
of medical service for twenty million veterans with 
a completely full-time medical staff. With the pro- 
portion of doctors to the population as a whole de- 
creasing steadily each year, with the policy of 
Selective Service of not exempting enough men to 


keep a steady flow in the medical profession, there 
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will result some very lean years soon. It would be 
tragic to attempt to solve a problem like this on the 
basis of a completely full-time medical service. 

Fifth, we must plan to provide a considerable 
part of this service with part-time physicians. 

Sixth, to insure the highest standard of medical 
care for veterans we must raise our hospitals to the 
standard required for approved medical training. 
That is in itself the hall-mark of the medical pro- 
fession. While we are interested in medical educa- 
tion we are not establishing residencies primarily 
to permit the training of physicians. We are estab- 
lishing them primarily in the interest of the patient. 
We know that when resident physicians are ap- 
proved in our hospitals the patient is getting the 
highest standard of medical care that can be given 
in this country. 

Now let us pause and summarize these six prob- 
lems which confront us. We can digest these into 
two or three sentences. We must raise the standard 
of our hospitals to the required standard for resi- 
dent training. We must afford the veteran the serv- 
ice of fully qualified specialists whenever he needs 
such service. We must depend in large part upon 
part-time physicians for specialty care, because we 
can never hope to attract enough full-time men of 
the required caliber. You will be amazed at the 
quality of the men we are now attracting, but we 
can never attract enough men with these qualifica- 
tions to give all of their time to the veteran. Since 
those are our requirements, where do we find highly 
trained specialists in numbers? In the woods? Do 
we find them in small hamlets and villages and small 
towns? No reflection on small towns — my grand- 
father and my father practiced medicine in a small 
town — but you don’t find highly-trained special- 
ists in these places. If we are forced to depend on 
part-time specialists, where should we build our 
more important hospitals? Now that is the ques- 
tion, and when it is explained in this simple lan- 
guage do you think that there is any twelve-year old 
child in this State or in this City that wouldn’t give 
the right answer? 

Someone called upon me in my office to persuade 
me to take over one of the Army general hospitals. 
They told me how much this hospital cost. I agreed. 
They told me in what a wonderful agricultural part 
of the United States this hospital was located. It 
was about seven miles from a town of 5,000. They 
told me how many veterans came from that part of 
the country. I agreed. They told me that they 
couldn’t understand how anyone in their right mind 
would turn down this hospital, which was a 2000- 
bed institution. I said to them, “I should be glad to 
operate this hospital if you can tell me where I can 
get a staff for it.” That question was evaded. Then 
the description started over again. They told me 
how much this hospital cost and in what a wonder- 
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ful part of the United States it was located. Each 
time they paused for breath I would say, “Tell me 
where I can get the staff to operate this hospital ?” 
This question is still unanswered. _ 

When General Bradley and I came to the Vet- 
erans’ Administration the first requirement was 
perfectly obvious. We had to have a good organiza- 
tion to start with. It was silly for me to mount a 
horse and gallop off in all four directions trying to 
accomplish something. You can’t do much except 
make a lot of fuss when you are trying to start all 
alone. We had no organization in the medical serv- 
ice at all adequate to expand and improve the 
standard of the service. 

The second requirement was to plead for and 
get the help of the medical profession, the coopera- 
tion of the schools of medicine and the medical 
centers such as are here in Providence, because we 
couldn’t possibly solve this problem without help. 
The medical profession of this country was frankly 
skeptical whether anything could be done with the 
medical service of the Veterans Administration 
and they were not altogether ready to help unless 
they could help under conditions they could accept. 
I shall never forget my first appearance before the 
Board of Trustees of the American Medical Asso- 
ciation. From that start each successive appearance 
before the governing bodies of the AMA was more 
and more cordial, and I was deeply touched by the 
reception the House of Delegates gave me in 
December. I felt that at that time we had the 
cooperation and the approval of the medical pro- 
fession of this country and it was distinctly up to 
us to keep it. 

The third requirement was some change in the 
laws and legislation so that we could offer good 
doctors more money. Congress changed the orig- 
inal draft of that bill many times. My only fight 
was to preserve certain provisions in that bill, in 
particular to encourage every man who comes into 
the Administration to improve himself. So we gave 
25 per cent increase in his pay for certification by 
a Specialty Board. We want these youngsters com- 
ing in to go on and qualify before a Board, and we 
can pay a doctor now up to $11,000 a year. To get 
top salary, a doctor formerly had to go into an 
administrative position. Why should a good doctor 
have to be forced into an administrative position? 
It was operated on this theory: That if a manager 
of a hospital is paid $8,000, then a clinical director 
could only get $7,000 and then the chief of the 
surgical service could get only $6,000, and they had 
the positions scaled down that way until we actually 
got a chief of a medical service in our organization 
who was getting about $5200 a year. He was rec- 
ommended for promotion for two or three years 
but couldn’t get promoted because Civil Service 
wouldn’t raise his position to the next grade. We 
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think it is perfectly stupid to grade a job when we 
are looking for men. We now hire a doctor for 
what we think he is worth and then we can always 
find a job for him. 

These three requirements that I have told you 
about were what we thought was the first move 
before we could even start to improve this service. 
But we haven’t yet done much for the patient. You 
know the Government organized slowly. We could 
write a good plan but it takes six months to find 
the people to operate the plan. You can’t just go 
out and hire a doctor that is good. You don’t find 
those people dropping around on your doorstep. 
You have got to go looking for people of the caliber 
you want. It has taken some time for us to look for 
people to plan and direct this enormous task. We 
haven’t improved in many places yet, but I’ll tell 
you about one of our hospitals. Before, it was un- 
derstaffed, doctors working on a forty-four hour 
week like brick layers. When five o’clock in the 
afternoon came (I don’t know whether a whistle 
blew, but everyone knew when it was five o’clock ) 
practically all hands went home. There were 1700 
patients in the hospital. After five o’clock in the 
afternoon there were two doctors on dutv and one 
of those doctors operated a telephone switchboard. 
And if they worked overtime they got time and a 
half pay. It doesn’t take very long, if you practice 
medicine like digging ditches, for the psychology 
of a doctor to become that of a ditch-digger. 

That hospital today has fifty-three residents. If 
there are less than forty of these on dutv any one 
night, someone will get fired. There are fully thirty 
certified attending staff men on half-time in that 
hospital. There are eighty-three people who are 
looking after patients who are not punching a time 
clock, and they are not getting overtime when they 
are called out at night. I get perfectly furious when 
I think of paying overtime to a doctor. 

Another program about which nothing was ever 
done before the War — and by trial and error it 
was developed in the hospitals of the Army and 
Navy — is the rehabilitation program. We haven't 
done much in rehabilitation in this country. Medi- 
cine has left off care and treatment of patients far 
short of restoring them to full usefulness. Rehabili- 
tation in the Veterans Administration is going to 
differ very widely from that in the Army. You 
have to remember that the Army and Navy get 
acute cases. We get largely the long term cases. 
We do get some acute cases, but these are not going 
to be much of our load. The need for rehabilitation 
inthe Veterans Administration is going to be largely 
confined to the permanently disabled — vocational 
rehabilitation rather than physical rehabilitation — 
the training of these people to he able to live some- 
what near a normal life with a severe disability. 
The paraplegic who will never be able to walk 
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without a lot of assistance in appliances, the blind, 
the deaf, — all need vocational rehabilitation. The 
tuberculous cases, for instance. Up until this time 
we have kept such cases in hospitals until they could 
leave. Well, suppose that man came from a steel 
mill or was a stone cutter. How much have we 
trained him to see whether under working condi- 
tions he is going to stand up and stay well? We have 
got to rehabilitate many of these tuberculous cases 
because they should not be allowed to go back to 
the industry from which they came. 

Why should a man who is disabled in his mind 
be deprived from earning something of a living? 
Many very frankly insane people can do useful and 
productive work if you make the shop conditions 
proper for them. I have seen them do it. Why 
shouldn’t they work? Why shouldn’t they be paid 
for it? So we have got first to develop colonies 
where the disabled can live. Many of these boys 
are married. They can’t go out and live at home 
because they just don’t have the facilities at home 
for taking care of them. Why don’t we build colo- 
nies with cottages and workshops where they live, 
work and earn? 

Now there is just one other thing to tell you — 
something that you are interested in — the out- 
patient program. I want to say I approved thor- 
oughly in principle, and I haven’t studied it in de- 
tail, the resolution passed by your House of Dele- 
gates. We have no set fee schedule that we have 
tried to force on any hospital or community. We 
are giving and taking. If you want a rotating staff, 
and it won’t interfere with residency training, it 
won’t make any difference to us so long as there is 
enough overlap that patient care doesn’t suffer. We 
are only interested in giving the patients the best 
possible care. We will not quibble with you about 
how the job is done. You are going to do the job. 
Why should we dictate how you should do it? We 
are only going to tell you that we want the best 
medical care in the United States, and we know 
you can give it here in Providence. 

There is a good deal of misunderstanding of the 
law governing out-patient care. The law is, of 
course, that only veterans with service-connected 
disabilities are entitled to out-patient care. We must 
have some screening process and some authoriza- 
tion for this treatment. We are not going to stand 
on this in cases of true and real emergency. In 
organizing and providing this out-patient care for 
patients, we are faced with this problem: Shall we 
deal with 125,000 physicians in this country and 
attempt to appoint each one of these individually 
and attempt to correlate their work, or shall we 
deal with organized bodies of physicians? The lat- 
ter, of course, is the only logical approach to this 
problem. And if we deal with organized bodies, 


how large a body shall we deal with? The first plan 
continued on next page 


AL 
ich 
me 
et- 
yas 
ta 
to 
all 
he 
nd 
val 
ve 
ly 
he 
yn | 
SS 
rt. 
1€ 
re 
1e 
n 
)- 
0 
e 
(| 
it 
n | 
y 
> 
t 
) 
| 


200 


was in Monmouth County in New Jersey. It was 
later found to be perfectly feasible to deal with 
States, even with states that vary as widely in rural 
and urban conditions as the State of Michigan, 
with the great city of Detroit and a large rural area. 
In the State of California, with Los Angeles and 
with San Francisco, and with rural areas, the 
physicians said we can have a plan that will take in 
the whole state. That means that there are only 49 
states that we have to deal with rather than 3,020 
counties. 

There are several different obstacles. Prior au- 
thorization of treatment means we have got to set 
up administrative machinery that will give this 
authorization twenty-four hours a day, seven days 
a week. It is a curious thing that in the last twenty- 
five years the Veteran is the only person in the 
country that never got sick except between eight 
in the morning and five in the afternoon. We have 
got to change that. 

Albert Deutsch, in his perfectly blistering article 
in PM about leadership in the American Legion, 
approved the entire medical program but with 
reservations on the out-patient program. He real- 
izes that it is the only thing that can be done now, 
but he still reserves the right to criticize it except as 
an emergency measure. If this plan fails, it is going 
to be our fault or it is going to be your fault. What I 
think he was thinking about when he wrote that was 
the great amount of racketeering that grew up 
under the old regime in the Veterans Administra- 
tion twenty-five years ago. It was an unholy 
scandal. 

Now we must, as medical people, keep this out- 
patient program like Caesar’s wife. We can’t let 
any suspicion of honesty and integrity and fair 
dealing with either the veteran or the Government 
enter into this. We have got to do this, or else. 

There are two types of arrangements that we 
made with state medical associations for out-patient 
care. We naturally prefer prepayment medical serv- 
ice because we buy it in bulk. We don’t pay for in- 
surance. We only pay the same schedule of fees 
that they charge their insured people. We are buy- 
ing medical service from an insurance organization 
that is set up to provide medical service for their 
policy holders. 

This problem is entirely too big for me alone. It 
is too big for the entire Veterans Administration 
alone. It is too big for the Federal Government 
alone. Every citizen must feel his responsibility in 
this veterans problem, and he must help if we are 
going to have any success in solving it. 

Now in so far as medical care is concerned, I am 
going to give the veteran the best medical care with- 
out regard for anything else. The medical profes- 
sion must support a satisfactory program of medical 
care for the veteran or it is “or else” for the medical 
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profession, and that is not a threat. That is just 
talking between us doctors. If the medical profes- 
sion doesn’t solve this social problem you may as 
well just add socialized medicine underneath your 
shingles. But if we solve this problem and show this 
country that, as a free uncontrolled profession we 
can solve this popular problem, I think we might 
escape the disaster of socialization. But you can 
just put it right down that if this problem falls 
through, we will all be working for the Government. 
Now in turn I pledge myself not to abondon the 
veteran for any selfish interest of any sort or of any 
kind, nor will I betray the medical profession in any 
attempt to built a medical empire. 


RESOLUTION REGARDING THE ORGANI- 

ZATION OF THE STAFF OF THE PROPOSED 

VETERANS HOSPITAL TO BE CONSTRUCTED 
IN PROVIDENCE 


WHEREAS in Major General Hawley’s address 
to the House of Delegates of the American Medical 
Association, delivered on December 3, 1945, he 
stated that it is the intention of the Veterans 
Administration to depend in great measure on the 
local organized medical profession for furnishing 
professional ecm to constitute a large part 
of the staffs of Veterans Hospitals, aad, 

WHEREAS according to his plans practicing 
physicians, surgeons and other specialists will, it 
is understood, be appointed to serve on the staff 
of each of these hospitals that is located in a large 
center of population just as they are appointed to 
— on the staffs of civilian community hospitals, 
and, 

WHEREAS in these hospitals desirable resi- 
dencies and internships will, he said, be established 
and teaching functions will be developed, 

THEREFORE be it now resolved that the Rhode 
Island Medical Society hereby heartily endorses 
the forward-looking policy outlined by General 
Hawley and copeene its desire to cooperate with 
the Veterans Administration in the operation of the 
hospital to be established in Providence. In addi- 
tion, the following plan based on information pub- 
lished by the Veterans Administration (J. A. M. A. 
Vol. 20, No. 16, p. 1100) is aap enna by the Rhode 
Island Medical Society in the hope that it may be 
acceptable in whole or in part to the Veterans Ad- 
ministration and that it may be a means of attain- 
ing General Hawley’s expressed objective, “The 
best in American Medicine for the Veteran”: 

In view of the fact that no medical school exists 
in Rhode Island it is suggested that the Rhode Is- 
land Medical Society be constituted the authority 
to deal with the Veterans Administration in the 
matter of nominating physicians to act as senior 
consultants, consultants and ward officers according 
to the published plan. It is also suggested that the 
consultants (who, it is understood, act in the 
capacity of attending or visiting physicians) be ap- 
pointed to serve not less than three nor more than 
six months in each year so that they may still be 
able to hold positions in civilian hospitals and 
that their appointment to the staff of the Veterans 
Hospital will not result in depleting the staffs of 
the civilian hospitals of the state. 

It is suggested that the Rhode Island Medical 
Society remain the authority which can nominate 
practicing physicians as they are needed to {fill 
vacancies in the staff of the Veterans Hospital both 
in its out-patient and in-patient departments. 

. . . - Adopted by the House of Delegates of the 
Rhode Island Medical Society, Jan. 31, 1946. 
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THE VOLUNTARY SURGICAL INSURANCE PLAN 


1 iw announcement within the past month that 
a prepaid voluntary surgical insurance pro- 
gram would be offered in the immediate future by 
the Hospital Service Corporation (Blue Cross) 
in cooperation with the Rhode Island Medical 
Society marked another progressive step in com- 
munity planning for health care in Rhode Island 
for persons in the lower income groups. It also 
marked the culmination of a year of intensive 
study and research of the problem by a committee 
of physicians and laymen. 

But the announcement of the proposal, and the 
preliminary steps already taken are but the begin- 
ning of a major task ahead. True, all the difficult 
initial hurdles have been taken in the complicated 
process of organizing the plan, mainly as the result 
of excellent cooperation between the Society and 
the Blue Cross, but the success of the entire pro- 
gram is in the hands of the physicians of Rhode 
Island. Their complete support, coupled with the 
tested experience of Blue Cross in merchandising 
and administering hospitalization insurance, should 
be an adequate challenge a year hence to those 
who favor the compulsory method over the volun- 
tary way. 

There are several phases of the proposed surgical 
plan that warrant emphasis. It will be a non-profit 
plan. It will operate under a single corporation 


(Hospital Service Corporation) with one board of 
directors of which one of every four will be a 
physician elected by the Rhode Island Medical 
Society, and with one executive director for both 
the hospitalization and the surgical services, thus 
making for lower administrative costs, and for bet- 
ter merchandising of the contract to be offered as 
a rider to the hospitalization agreement. 

All income from the sale of surgical insurance 
contracts will be maintained in a separate fund 
from which participating physicians will be paid 
in accordance with a fee table established by the 
Rhode Island Medical Society and subject to 
amendment only by it. Participating physicians 
will contract with the Service Corporation to be 
eligible to serve under the program, and they must 
agree to underwrite the plan to the extent of 
accepting a proration of fees should such action be 
necessary to maintain the solvency of the surgical 
fund. 

Present progress indicates that the enrollment 
of participating physicians looms as the major task 
ahead. The Society has already named its seven 
representatives who have been elected to the Board 
of directors of the Blue Cross. The Society has 
filed its affidavit with the Secretary of State to 
authorize Blue Cross to be the medical service 


corporation. Amendments have been adopted by 
continued on next page 
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the Blue Cross to its by-laws to guarantee a perma- 
nent medical representation on its board of 
directors and to leave the fee table entirely and 
forever in the hands of the medical profession. 
Meeting in special sessions the House of Delegates 
has drafted a fee table for the surgical procedures 
to be covered that is most favorable to the low 
income groups for whom the program is planned. 

In assuming the task of operating the surgical 
insurance program Blue Cross, from a deep sense 
of public duty and because of a justifiable pride 
in its achievement in the field of hospitalization, 
pledges all its resources for the success of the plan. 
The physicians of Rhode Island have an even large 
stake in making the new venture successful, for 
hack of them are the long years of effort to give 
steadily improving service to the public, and espe- 
cially those persons in the lower income groups, 
coupled the conviction that any general medical plan 
tempered with compulsion respecting either the 
physician or the patient will certainly result in a 
very disasterous lowering of the level of medical 
care in this State and Nation. 


THE CARE OF VETERANS — A CHALLENGE 


The frank and forceful remarks of Major Gen- 
eral Paul R. Hawley at the joint meeting of the 
Rhode Island and Providence societies on Febru- 
ary fourth have not only persuaded the physicians 
of this state that he is quite in earnest in his deter- 
mination to obtain “the best in American medicine 
for the Veteran” but also that, as a means to this 
end, he will cooperate with the organized profes- 
sion in any reasonable plan that it wishes to 
propose. Specifically he is willing to contract for 
the urgent and immediate job of outpatient care 
and examination of veterans with the medical 
society itself, the surgical insurance organization 
or any other responsible agency which can repre- 
sent the profession and act as its agent. In addi- 
tion he is willing to make the medical society the 
authority in the state, in place of the “Dean’s Com- 
mittees” in communities where medical schools 
exist, responsible for the nomination of practic- 
ing physicians to serve on the staff of the new 
Veterans’ Hospital which is to be erected in Provi- 
dence. In this he recognizes that Providence, 
though without a medical school, is a real medical 
center and that the profession of the state is 
capable of carrying on in Providence the func- 
tions of a teaching hospital of the highest grade. 
In this matter General Hawley has definitely 
agreed to the plan proposed in the resolution passed 
by the House of Delegates (see page ). This 
plan, which places the full responsibility in the 
hands of the organized profession represents a 
challenge which we should be eager to accept and 
it well may serve as a pattern to be used through- 
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out the nation in establishment of Veterans’ Hos- 
pitals in communities similar to ours. 


THE NP VETERAN PROBLEM 

Dr. Durfee’s report in this issue is indeed a laud- 
able effort and may well serve as an index of what 
might be expected from the neuropsychiatric prob- 
lem amongst the veterans of World War IT. How- 
ever, it cannot be considered conclusive at this time 
since it is based upon observations from only 149 
doctors of the total 600, and is the result of observa- 
tions on only 2000 veterans, whereas the eventual 
veteran total will be about 90,000. This 20% 
observer ratio and 2.2% patient ratio has, however, 
revealed, as Dr. Durfee points out, that the neuro- 
psychiatric problem appears to be one, which, for 
the most part, can be handled quite adequately by 
the private practitioner—this because 95% of the 
cases apparently were not considered serious neuro- 
psychiatric casualties. If future events prove such 
a tentative conclusion to be a fact, it will relieve the 
burden which might unnecessarily be placed upon 
the specialized neuropsychiathic clinics, and so per- 
mit the latter to concentrate on the more serious 
problems. 

The report also crystalizes the importance of the 
family doctor in restoring the veteran’s confidence 
in himself, and in his ability to regain and improve 
his position in the community. It no doubt will 
serve to stimulate the formation of refresher 
courses, conducted by our able neuropsychiatric 
specialists to acquaint the private practitioner with 
the newer trends in neuropsychiatric patient man- 
agement. 

It may be well to note here that the Medical 
Society’s representatives have attempted to keep 
pace with the expanding “NP veteran problem” by 
aiding in the establishment of neuropsychiatric clin- 
ics for the veterans, and that the local press has pre- 
sented the problem without the undo emphasis 
which has appeared in other sections of the country. 


MILITARY ANNOUNCEMENTS 


TRANSFERS: 

Lt. Cot. Eric P. STONE, MC, Chief, Urological Serv- 
ice, Asheville General Hospital, White Sulphur 
Springs, West Virginia 

Lr. COMDR. JOHN R. CRANOR, JR., MC, USNR, U. S. 
Naval Air Station, Quonset Point, R. I. 
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OPINION POLL ON NEUROPSYCHIATRIC CONDITIONS 


OPINION POLL OF PHYSICIANS REGARDING NEUROPSYCHIATRIC . 
CONDITIONS AMONG WORLD WAR II VETERANS 
IN RHODE ISLAND* 


HILDEGARD DURFEE, PH.D. 


The Author. Hildegard Durfee, Ph.D., of Wakefield, 
R. I. Field Representative of the Neuropsychiatric 
Service, U. S. Veterans Administration. 


ny Veterans Administration is deeply concerned 
to expand and improve its medical services for 
veterans suffering from nervous or emotional con- 
ditions who do not need hospitalization but who 
could be benefited by the care of a private physician 
or outpatient clinic. ; 

Considerable attention has been focused by the 
press, radio and screen on the veteran returning 
with war-shattered nerves. In some instances the 
so-called “NP veteran problem” has been so over- 
emphasized as actually to create a problem. Many 
opinions have been expressed and estimates given 
but few facts are known on the local level. 

In an effort to determine the incidence of neuro- 
psychiatric conditions among World War II vet- 
erans, and the adequacy of the resources available 
to treat them, the Veterans Administration is con- 
ducting a field study in certain representative areas, 
of which Rhode Island was selected as one. 

It was felt that the opinion of the medical pro- 
fession on this question was of prime importance. 
The cooperation of the Rhode Island Medical 
Society was therefore enlisted and a questionaire 
sent out to all members during the early part of 
December, 1945. This report is a summary of 
the findings. 

In all, 149 replies were received to the 600 ques- 
tionaires sent; or about 25%, which may be con- 
sidered a better than average return, especially 
from a group as overburdened as physicians. Of 
these, 137 questionaires lent themselves to tabula- 
tion, while comments and suggestions on the total 
number were noted and included in this analysis. 

Some 2,000 veterans were seen by the 137 doc- 
tors reporting. Of these 24.6% were, in the opinion 
of the doctors, ‘definitely nervous or emotionally 
upset.” In only 6.5% of the cases seen, how- 
ever, was the nervous condition, in their opinion, so 
severe as ‘‘seriously to interfere either with their 

*Published with the permission of the Acting Chief 
Medical Director, Department of Medicine and Surgery, 
U. S. Veterans Administration, who assumes no responsi- 


bility for the opinions expressed or the conclusions drawn 
by the author. 


work, family life or social relations.” In fact, of the 
veterans considered noticeably nervous 62% were 
reported employed and 13% self-employed; or a 
total of 75%. The employment status of the 
remaining 25% was in many instances unknown; 
but even assuming that the entire 25% were not 
gainfully employed, such unemployment may have 
been due also to factors other than their nervous 
condition. 

It is felt that these findings should not be con- 
sidered conclusive; they should be weighted as 
an opinion poll, not as statistical evidence. The 
number of veterans reported on in most cases is 
an estimate, not an actual count on the basis of 
records. The word “veteran” was in some instances 
interpreted to mean both servicemen and dis- 
charged veterans. There was undoubtedly some 
duplication of cases. It may also be assumed that 
there was considerable divergence of individual 
interpretation as to what constitutes “definitely 
nervous” or “serious interference” with work, 
family and social life; the nature of the nervous 
condition being in some instances perhaps not rec- 


ognized in terms of psychiatric diagnosis. Fur- 
continued on next page 


DEPARTMENT OF MEDICINE AND SURGERY 


VETERANS ADMINISTRATION 
WASHINGTON 25, D. C. 


January 28, 1946 


Dear Dr. Kenney: 

I want to express my appreciation to yourself and 
the members of the Rhode Island Medical Society 
for their cooperation on the study being conducted 
by this office of the incidence and nature of neuro- 
psychiatric conditions among World War II Vet- 


erans. 

In all, 149 replies were received to the question- 
naires sent out to the members of your society. Many 
of them contained most helpful and pertinent obser- 
vations and comments. A tabulation of the findings 
is under way and will be made available to you. 

The Veterans Administration is anxious. to work 
through the medical profession in every way possi- 
ble. It is only through assistance such as yours, that 
we shall be able to give to the veteran the quality of 
medical service which he deserves. 


Sincerely, 
DANIEL BLAIN, M.D., Acting Director 
Neuropsychiatric Service 
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thermore, consideration must be given as to how 
representative the sampling is, both as to doctors 
reporting and veterans reported on. A proportion 
of the veterans seen were undoubtedly referred 
by the Veterans Administration for examination 
or treatment by fee-basis physicians, and may 
therefore constitute a special group. 

What is significant is the general impression of 
the physicians that the per cent of veterans with 
serious nervous conditions is comparatively low. 
The implication is, in fact, that the doctors felt 
it is lower than might be expected, as is evidenced 
by their repeated (unrequested) insertion of the 
word “only” before the figures reported. Thus: 
“Only 1”... “Can remember only 2”... etc. 

Supporting this view are the comments of three 
physicians, each of whom reported seeing a con- 
siderable number of veterans. 

“As an eye specialist, I would expect to see such 
cases as eye symptoms, headaches, etc. fairly 
common in (veterans). I have, however, seen 
very few with marked symptoms, and from my 
experiences alone would say there is less of an 
NP condition among returned soldiers than in 
the rest of my practice.” 
“T have had occasion to talk with a great many 
of the veterans whom we have been X-raying 
for pension purposes. My impressions are that 
undoubtedly there are those among them who 
are in need of psychiatric care but their numbers 
are limited and the overwhelming majority 
impressed me as being absolutely normal.” 

“My experience with veterans has been chiefly 

in the course of my work at— College. Of 

this group only one had any domestic trouble 
because of emotional upset and maladjustment. 

The rest are just plain glad to get back to col- 

lege. The office of the recorder of grades makes 

the important announcement that with a very 
few exceptions the former students who have 
been in the service and who have come back to 
finish their course are making grades 20% or 
more better than they formerly made. In some 
cases D students have turned into A’s. ... In 
general, the ex-service men I have seen do not 
feel that they are a problem in any way and 
don’t want any special privileges or attention.” 

In answer to the question as to which resources 
the physicians referred cases they considered in 
need of psychiatric help, the following was 
reported : 

28 doctors referred cases to a private psychiatrist 

” ” a mental hospital. 

10” ” an outpatient mental 

hygiene clinic 
” a social agency 
” other doctors 

Quite a few noted that they treated the cases 

themselves. 
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The number of doctors who indicated that they 
would like to know more about the neuropsychiatric 
outpatient services offered by the following agen- 
cies or clinics in Rhode Island, is given below: 

53 doctors: Veterans Administration, Provi- 
dence Regional Office 
State Vocational Rehabitation Divi- 
sion 
Neuropsychiatric Outpatient Clinic 
of Charles V. Chapin Hospital 
40 doctors: Butler Hospital Outpatient Service 


Of great interest were the comments and sug- 
gestions expressed by the physicians relative to 
the medical care of the psychoneurotic veteran. A 
considerable number of doctors felt that the most 
effective way of dealing with veterans having 
nervous conditions is through the family physician. 
One physician who is himself a veteran stated 
that, “The family physician can do more good for 
these patients than the clinics, institutions or admin- 
istrations.”” Several physicians stated, in effect, 
“When possible, I handle the case myself.” One 
doctor stated : “As I did some work in the Veterans 
Administration I believe these cases should go to 
a private psychiatrist or M. D.” Another doctor 
stressed the importance of “Prompt care and super- 
vision by Veterans Administration-family doctor 
cooperation.” Two others commented: “As many 
veterans as possible should be advised to continue 
treatment with their own physicians, except in the 
very definitely psychotic veterans.” ‘Personally 
I feel that as a private physician, it is possible to 
do more for these boys in many cases because they 
all have a fear of being tossed around and I feel 
that we owe these boys our personal attention even 
if it means a small sacrifice of time and effort.” 

Several doctors felt that patients with nervous 
disorders could not be treated successfully in 
clinics but should have the care of a private physi- 
cian. They were apparently under the impression 
that outpatient clinics were “charity” clinics where 
veterans would not get the personal attention they 
needed. A typical quotation: “A veteran should 
not be treated as a charity case and referred to 
OPD Clinics, ete. He should get the best and I 
firmly believe he is getting shoved around by the 
Veterans Administration.” Another comment: “In 
planning for veterans’ psychiatric care this low 
level approach must be avoided. I don’t see how 
any physician can do a proper job on a mass pro- 
duction schedule. . . . My feeling is that proper 
psychiatric care cannot be given in the ordinary 
clinic fashion. In setting up facilities for the vet- 
eran this thought must be kept in mind. It matters 
not whether the work is done at the Veterans 
Bureau, Chapin or Butler Hospital; what matters 
is the standard of care set up. I feel the sights 
set thus far have been low.” 


49 doctors: 


50 doctors: 
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Several doctors remarked that what ex-soldiers 
need is not clinic or medical treatment, but rather 
understanding and sympathy within their own fam- 
ily. Several stressed the importance of “suitable 
occupations.” 

Some doctors recognized the value of the mod- 
ern outpatient clinic. “I believe the Veterans 
Administration with a special NP clinic to care 
for those veterans who have returned and are suf- 
fering from neuropschiatric disabilities, is of great 
importance,” one remarked. Another expressed 
himself at length on the quality of outpatient treat- 
ment that should be given. “Experience has shown 
us that the veteran who has a problem has a great 
need of talking to someone who will listen to him 
patiently, uninterruptedly and understandingly, and 
who will study his total situation—the psycholog- 
ical factors, the home situation, his work problems. 
In order to render the service to the veteran that 
is needed, the objective must be to establish out- 
patient clinics in which not only the psychiatrist 
but the psychologist and the social worker will 
function as a well-equipped team to give thorough 
examination, adequate individual treatment, and 
if necessary, prolonged treatment. Many of the 
veterans in need of such treatment have already 
been in numerous clinics and hospitals, and can 
themselves differentiate between what is adequate 
treatment and the too common brush-off with a 
pat on the back or a pill or both.” 

Several doctors felt that the burden of treating 
psychoneurotic veterans must be borne by the gen- 
eral practitioner who should be given psychiatric 
insights. “T don’t think there will be enough psychi- 
atrists to go around but maybe psychiatrists can 
start an educational program for physicians.” A 
psychiatrist commented: “I hope very much that 
the general practitioner may early recognize symp- 
toms of nervous disorders such as the long insom- 
nia, increased irritability, extreme jumpiness, sus- 
picion and seclusiveness, and refer such veterans 
to the psychiatrists in private practice or one of 
the NP outpatient clinics.” 

Three needs for more information and psychi- 
atric orientation were expressed by the physicians 
or revealed in their comments: (1) specific infor- 
mation regarding the neuropsychiatric outpatient 
services at present available to veterans in R. I. 
(location, types of services, hours, eligibility, fees, 
etc.) ; (2) more knowledge of the nature of out- 
patient treatment as offered by the best clinics 
today, compared to that given by the mass-produc- 
tion clinic of old; and (3) deeper understanding 
and early recognition of neuropsychiatric disor- 
ders, to the end that the general practitioner may 
more effectively treat the milder cases himself, and 
refer the more serious conditions at an early stage 
for psychiatric attention. 

The first need the R. I. Medical Journal met by 
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publishing in its January, 1946, issue, a list of 
neuropsychiatric outpatient services available to 
veterans in R. I. As to the other two points, it 
may be pertinent to quote from the report of the 
Hershey Conference on Psychiatric Rehabilita- 
tion held last year. In response to the question 
“Who will treat the psychoneurotic veteran?” a 
committee appointed by the Conference formu- 
lated the following: 


“We are convinced that the veteran is going to 
be treated by the general medical group of Amer- 
ica. In hamlets, in the small towns, and in the 
metropolitan areas the veteran is going to go to 
the doctor he has known or to the doctor that is 
handy. .. . It is out belief that the general medical 
practictioner, wherever he is, ought to be able to 
handle the minor neuropsychiatric problems. We 
want to help him to do this effectively, and—espe- 
cially important — to recognize those cases that he 
will not be able or should not attempt to treat. This 
involves training... .” 

The question is, how can this training and orien- 
tation be provided and how can it be made to reach 
those men who live too far away or are too busy 
to take even a few days off to attend some special 
course? The recommendations of the committee 
in this regard are practical and thought-provoking. 
In view of the results of the questionaires sub- 
mitted to the members of the R. I. Medical Society 
and the opinions and interest expressed by the 
doctors reporting, it is felt that these recommenda- 
tions should merit serious consideration. 


Dr. Herman C. Pitts, president-elect of the Rhode 
Island Medical Society, addresses the annual meet- 
ing of the directors and corporation of the Hospital 
Service Corporation. Seated (left to right) are Gover- 
nor John O. Pastore, and Kenneth D. MacColl, presi- 
dent of the Blue Cross. 
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A DEFINITE ADVANCE 
IN TREATMENT OF 
HYPOCHROMIC ANEMI| 


corns As compared with ferrous sulfate given i 


PER CENT 01 


(A) Completely effective therapeutic response (re- 
turn to normal blood values) was obtained in an 
average of 13.7 days of Mol-lron therapy. 


(B) Ferrous sulfate therapy failed to produce normal 
hemoglobin values after an average of 20.3 days. 


equivalent dosage— 


(A) The group treated with Mol-lron averaged a 
daily hemoglobin increase of 2.48 per cent (0.36 
Gm. per cent). 

(B) The group treated with ferrous sulfate showed 
an average daily gain of hemoglobin of 0.83 per- 
cent (0.12 Gm. per cent)—a response about one- 
third as effective. 


Therapeutic:Intake of Bivalent Iron 


1 Normal hemoglobin values are found to} 
restored more rapidly with White’s Mol 
Tron. Daily rate of hemoglobin formation 
may be increased as much as 100% or more 


2 Iron utilization is similarly more complete 


3 Gastrointestinal tolerance is notably satis 
factory—even where other iron prepara 
tions have previously been poorly tolerated 


INDICATIONS: Hypochromic (iron-deficiency 
anemias caused by inadequate dietary intake 
or impaired intestinal absorption of iron; ex 
cessive utilization of iron, as in pregnancy au 
lactation; chronic hemorrhage. 


DOSAGE: One or two tablets three times daily 
after meals. 


Available in bottles of 100 and 1000 tablets. 


Ethically promoted—not advertised to th 
laity. 


7] MOL-IRON (3.5) | 


FeSO, (7.87) 


BcRaMS) 2 3 4 5 6 7 8 


(A) The Mol-lron treated group received an average 
total of 3.528 Gms. of bivalent iron to produce the 
sought for result (return to normal blood values). 


(B) While an average ingestion of 7.871 Gms. of 
bivalent iron failed to achieve an optimal response 
in the ferrous sulfate treated group. 


The charts summarize the results of a controlied 
study of comparative therapeutic response in post- 
hemorrhagic and nutritional hypochromic anemias. 
. The series includes 49 cases treated with Mol- 
tron and 21 with exsiccated ferrous sulfate; the 
results are typical of those observed in treatment 
of iron-deficiency anemias with White's Mol-lron, 


LABORATORIES, INC. 
NEWARK J. 
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DEPARTMENT OF MEDICINE AND SURGERY IN VA 


NEW DEPARTMENT OF MEDICINE AND SURGERY 
in VETERANS ADMINISTRATION 


Ye signing, by President Truman, of H. R. 
4717, a bill to establish a VA department of 
medicine and surgery, now sets up a new division 
under a chief medical director to replace the present 
Veterans Administration set-up under the Civil 
Service. The act aims to bring professional per- 
sonnel into an organizations comparable with the 
Army and Navy Medical Corps and the U. S. Pub- 
lic Health Service. 

Among the major provisions of the new act, be- 
sides setting up a medical department outside Civil 
Service, are the following: 

(1) Specialists certified by VA will be paid 25 per cent 
more salary up to a ceiling limit of $11,000 a year. 

(2) Residencies will be set up in VA hospitals where 
younger doctors may study to qualify as specialists. This 
will mean that veterans will be able to obtain the most up- 
to-date medical treatment — the same kind as if they were 
admitted to hospitals connected with the nation’s leading 
medical schools and centers. 

(3) Promotions will be made on recommendations of 
special VA boards which, in general, compare with the 
“selection boards” operating in the Army and Navy for 
higher ranking officers. 

(4) Through the establishment of appointment, promo- 
tion and disciplinary boards, the legislation will permit VA 
to have complete supervision of its own professional em- 
ployees, based upon their professional competence. 

In order to overcome the acute personnel short- 
age, Major General Paul R. Hawley, Chief 
Medical Director under the new set-up, will need 
additional professional workers if he is to carry 
out his plans to give VA one of the most pro- 
gressive medical programs in the nation. 

The Administrator of Veterans Affairs, General 
Omar N. Bradley, will establish the regulations 
which will replace the Civil Service rules which 
formerly governed VA professional personnel. 
The program now coming into operation was first 
advocated by VA executives in 1922. 

Both Generals Bradley and Hawley have advo- 
cated the change to a medical department as a 
means of obtaining the best doctors, dentists and 
nurses to treat veterans. They advocated extra pay 
for specialists, the establishment of residencies in 
VA hospitals, and the right of complete supervision 
over employment and separation of this class of 
VA employees on a basis of professional com- 
petence. The new act includes all three of these 
features. 

The act approved by President Truman estab- 


lishes the following divisions under the Chief 
Medical Director : 


(1) Office of Chief Medical Director. The director 
will be paid a salary of $12,000 a year. A Deputy Medical 
Director will receive $11,500 and Assistant Medical Di- 
rectors—not to exceed eight in number—will be paid 
$11,000 each. 

(2) Medical Service. 

(3) Dental Service. 

(4) Nursing Service. The Director of Nursing Service 
will receive $8,000 annually and a Deputy Director, $7,000. 

(5) Auxiliary Service. A chief pharmacist, chief dieti- 
tian, chief physical therapist, and a chief occupational 
therapist in the Auxiliary Service will be paid $6,000 an- 
nually. While the heads of the technical groups are ap- 
pointed by the Administrator outside of Civil Service, the 
technicians working under them will continue to be chosen 
through existing Civil Service regulations. The act pro- 
vides that the salary range for hospital attendants shall 
be $1,572 minimum to $1,902 maximum. The former pay 
scale provided for two grades at approximately these 
same salaries. 


Appointments of key executives will be for a 
four year term, subject to removal by the Admin- 


-istrator for cause. Re-appointment will be. for 


the same term. 

Doctors, dentists, nurses and technicians now 
employed by the VA will be continued on their 
present jobs pending determination of their quali- 
fications for appointment in the new medical de- 
partment. 

Another provision of the act which will permit 
professional improvement of VA medical person- 
nel will allow up to five per cent of such employees 
to study or do research work for periods of time 
up to 90 days. This will enable doctors, dentists, 
nurses and technicians to attend recognized schools 
or work with the U. S. Public Health Service or 
other research groups. Officials pointed out that 
this would enable workers to keep abreast with 
the very latest developments in their respective 
fields. 

The grades and annual full-pay ranges of the 
positions established by the new legislation are as 
follows: 

MEDICAL SERVICE 


Chief grade, $8,750 minimum to $9,800 maximum 
Senior grade, $7,175 minimum to $8,225 maximum 
Intermediate grade, $6,230 minimum to $7,070 maximum 
Full grade, $5,180 minimum to $6,020 maximum 
Associate grade, $4,300 minimum to $5,180 maximum 
Junior grade, $3,640 minimum to $4,300 maximum 
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The convenience and economy 
of once-a-month dosage = for 
prophylaxis against and treatment 
of rickets— cannot be over-emphasized. 


Or provides effective antirachitic protection during the 


critical periods of infancy, childhood and prepubescency through the adminis- 


tration of only one capsule each month. 

= Infron Pediatric is readily miscible in the infant’s feeding formula, milk, 

ETHICALLY PROMOTED fruit juices, or water, and can also be spread on cereal. Each capsule contains 
T 100,000 U.S.P. Units of vitamin D— Whittier Process — especially prepared 


REFERENCES 
bein, W. Li J. Ped. 23:51-38 Guy) Infron Pediatric is clinically effective as shown in the published work of 
Wolf, Rambar, Hardy and Fishbein. 
Wolf, I. J.: J. Ped., 22:396-417 (April 
1943. iad ” —_ Supplied in packages of 6 capsules—sufficient dosage for 6 months. 


Wolf, I. J.: J. Med. Soc. New Jersey, 
$8:436-440 (Sept) 1941, Available at prescription pharmacies. 


Infron is the registered trade-mark of Nutrition Research Laboratories, 


NUTRITION RESEARCH LABORATORIES + CHICAGO 
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HOSPITAL ASSOCIATION 


Leroy P. Cox, President 


HOSPITAL ASSOCIATION OF RHODE ISLAND 


FRANCIS C. HOUGHTON, Secretary 


HELEN M. BLAISDELL, R.N., Vice President WILLIAM SLEIGHT, Treasurer 


ARTHUR H. RUGGLES, M.D., Editor 


R. I. BLUE CROSS LEADS THE WAY* 


C. RUFUS ROREM, PH.D., C.P.A. 


Director, Hospital Service Plan Commission of the 


American Hospital Association 


| talewi ISLAND is the first state to enroll 50 per 
cent of its entire population in its non-profit 
Blue Cross hospital service plan. The Blue Cross 
Commission and the other 85 Plans in the United 
States and Canada have prepared a special Award 
of Merit certificate to symbolize our appreciation of 
your achievement. 

The people of this 
state have been able to : 
recognize their oppor- B LU r. 
tunity — an opportunity : 
made possible through 
the energy, enthusiasm eS 
and vision of employers, 
‘ union officials, hospital 
authorities, government 
spokesmen, working 
people, housewives, doc- 
tors, newspapermen, 
farmers — and, last but 
not least — executives, 
directors and board 
members of the Blue 
Cross itself. 

Your Executive Di- 
rector, Stanley H. Saunders, has earned the respect 
of the entire movement by guiding Rhode Island’s 
Plan to the position it now holds. 

In less than seven years, your enrollment has 
grown, doubled, and redoubled until there are 
350,000 persons whose hospital bills are paid by 
Blue Cross in Rhode Island. 

Your accomplishment was not made easy by nat- 
ural conditions. Rhode Island industry is not pri- 
marily big business. You could not simply enroll 


employees and family members of a few large 


plants. Your population, although largely urban, 
is heterogeneous, and you have a large foreign- 
language population. 


*An address delivered before the Corporation and the 
Board of Directors of the Hospital Service Corporation of 
Rhode Island, at Providence, February 20, 1946. 


HOSPITAL SERVICE CORPORATION OF RHODE ISLAND 


The Board of Trustees and the Blue Cros Plan Commission af the 
American Hospital Asociation, recognizing the signal achievement 
of the Hospital Service Corporation of Rhade Idand, which has enrolled ? 
more. than FIFTY PER CENT of the population of the sate under 
voluntary Blac Cros protection, hereby issnes this Certificate and extends 
this Award of Merit for improvement of the public health and welfare, 


AMERICAN HOSPITAL ASSOCIATION 


AWARDED PEBRUARY 21, 


You experimented courageously when you ac- 
cepted small percentages of employed groups to 
demonstrate the value of your product. Your direct 
enrollment campaign to reach the self-employed, . 
unemployed and those working in small shops has 
brought Blue Cross to many people who are not 
eligible for present so- 
cial security benefits. 
Your public relations 
program, including the 
use of paid advertising, 
has adapted modern ed- 
ucational methods to the 
current task. 

Blue Cross has con- 
vincingly met the de- 
mand for a way to bud- 
get the cost of hospital 
expense and has stimu- 
lated development of a. 
State surgical Plan to be 
offered through Blue 
Cross, which I am glad 
to hear is just around 
the corner. 

From the national viewpoint, Rhode Island’s ac- 
complishment is another milestone on the road of 
Blue Cross progress. Five years ago, we were de- 
lighted when all Plans reached a total of 4 million 
members. Today, there are more than 20 million 
in the United States and Canada. That figure can 
double in two years if management, labor, Plan ex- 
ecutives, hospital leaders and government co-oper- 
ate in the endeavor. 

Thirteen other states—headed by Delaware and 
Massachusetts — have enrolled more than 20 per 
cent of their population, and some of them also will 
soon exceed 50 per cent. There are now only five 
states without a Blue Cross Plan. More than half 
the Plans now co-ordinate their hospital service 


with a surgical or medical service Plan or both, and 
continued on page 211 
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BUFFINGTON’S INC. 


Pharmaceutical Chemists Since 1865 
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OUTSTANDING CHARACTERISTICS: — 
High safety factor 
Moderate duration of action 
Low incidence of side-reactions 
Flexibility of dosage 
Freedom from “hangover” 
Wide range of usage 
Distinctive flavor 
Wherever a barbiturate is indicated, DOROLIX will be found to possess 
all the desirable qualities of an efficient sedative and hypnotic. 
Each fluid ounce contains: Diadol (Acid Diallybarbituric) 8 grains in a 
stabilized, aromatic base. 
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HOSPITAL ASSOCIATION 


BLUE CROSS LEADS THE WAY 

continued from page 209 
enrollment for this supplementary service 1s grow- 
ing rapidly. 

Voluntary methods for meeting health care needs 
are a major factor in the lives of millions of Amer- 
icans today. How far can voluntary health plans 
go toward a complete national health program? 
The answers are influenced by the manner and 
degree to which all community resources and eco- 
nomic forces are used to finance health service and 
by the vision and determination of the health pro- 
fessions and institutions to make their services 
widely available on a convenient and economic 
basis. 


The Blue Cross and representatives of the volun- 
tary movement offer this program for greater serv- 
ice to the American people : 


(1) Availability of protection everywhere. This 
has been virtually accomplished. Addition of the 
small States now without Blue Cross, however, will 
make it possible for national firms to obtain cover- 
age for all employees everywhere. 


(2) Co-operation of Blue Cross, labor and man- 
agement to include health benefits in wage agree- 
ments. Organized labor has been a strong force in 
the crusade for better health and more convenient 
access to facilities and service. Since health benefits 
are financed from the earnings of employed persons 
it is logical that wage agreements should make 
allowance for economic loss and expenditure caused 
by sickness and injury. 


(3) Enrollment of self-employed persons in 
urban and rural areas. Through farm bureaus, 
granges, unions and co-operatives, Blue Cross is 
now reaching people in small farming communities. 
Through direct enrollment programs, the way is 
being opened for membership of individuals with 
no group affiliation. 


(4) Co-ordination of Blue Cross Plans for trans- 
fers and out of town benefits, and with protection 
for medical and surgical service. Close affiliation is 
necessary. The public regards medical and hospital 
costs as part of a single transaction, and wants ben- 
efits from a single source. 


(5) Payroll deduction privileges in health serv- 
ice protection for Federal government employees. 
The largest American employer—the United States 
government—does not yet grant its employees the 
same convenient method of payment used by private 
industry and local governments. 
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(6) Co-ordination of voluntary plans with tax 
supported programs of medical care. Provision by 
the government of complete medical care and hos- 
pitalization for indigent members of the popula- 
tion, aid in the construction of hospital and clinic 
facilities where such assistance is required, and 
grants-in-aid to State-approved voluntary pro- 
grams to permit relatively small contributions by 
the workers and thus encourage widespread par- 
ticipation, are all potential government functions. 

Blue Cross sponsors wish voluntary programs to 
be judged by their best records and their reason- 
able propects. Here in Rhode Island, you have done 
a remarkable job. Governor Pastore, himself, marks 
the mid-point in your progress. He may be said to 
symbolize government’s co-operation with its peo- 
ple—doing something with them instead of for 
them. And as Blue Cross and other voluntary pro- 
grams grow, you can take pride in your own accom- 
plishments. You have led the way. You deserve 
sincere congratulations on your results. 

And, now, on behalf of the Blue Cross Commis- 
sion of the American Hospital Association, it gives 
me great pleasure to present the Blue Cross of 
Rhode Island with this special Award of Merit, 
testifying to your achievement in enrolling 50 per 
cent of the population of this State. 


RHODE ISLAND HOSPITAL 
PROVIDENCE 2, R. I. 
February 6, 1946 


Dear Doctor : 

The shortage of hospital beds is of great concern 
to the people, the physicians and the Trustees of 
hospitals. All of the hospitals of Providence are 
exerting every effort to provide the necessary hos- 
pital care. However, this is not adequate. There 
just are not enough beds to meet every need. This 
community is, however, better off than many. 

The only reasonable approach, as we see it, is to 
accept patients who need hospital care the most. The 
Rhode Island Hospital is committed to care for all 
emergencies in the community. The result is that not 
many beds are available to care for cases of choice. 

It is wise to have the same general procedure 
govern our actions in all units of the Rhode Island 
Hospital if we are to provide the needed service for 
the most number in the community. Fortunately, the 
Potter Building and the Crawford Allen Memorial 
a capacity adequate for currently demonstrated 
needs. 

The Trustees have requested the Administration 
to study ways and means of meeting the community 
need, until the building program can be consum- 
mated. Suggestions in writing from the Medical 
profession will be appreciated. Your understanding 
and help are essential to the success of our activity 
in behalf of the people we jointly serve. 


Very truly yours, 
Ottver G. Pratt, Executive Director 
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MANUFACTURING 


only a cold, doctor...” 


“But it sure would be nice to breathe 
again!” The patient’s a little apologetic for 
calling you in on just a cold—but fearful 
that it might turn into “something serious”. 

With Sulmefrin, you provide that wel- 
come relief through nasal decongestion and 
drainage plus the necessary protection 


resulting from its bacteriostatic action. 


*improve! formula 


SQUIBB 


Thus the danger of sinusitis, bronchitis and 
mastoiditis may be considerably lessened. 

Sulmefrin affords the benefits of sodium 
sulfathiazole anhydrous 1.25% and sodium 
sulfadiazine 1.25% with the safe decon- 
gestive properties of 0.125% dl-desoxy- 
ephedrine hydrochloride in a stabilized 


aqueous vehicle.* 
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NATIONAL HEALTH PROGRAM OF THE AM A* 


HE Board of Trustees of the American Medical 

Association and the Council on Medical Service 
of the American Medical Association at a meeting 
just completed in Chicago have taken a long step 
toward protection of the American people against 
the costs of sickness through participation in a 
voluntary prepayment sickness plan now developed 
under the authority of the American Medical Asso- 
ciation. 

The fundamental step in the development of this 
plan was the establishment of standards of accept- 
ance for medical care plans which have the approval 
of the Council on Medical Service of the American 
Medical Association. Any plan which meets the 
standards of the Council will be entitled to display 
the seal of acceptance of the American Medical 
Association on its policies and on all of its an- 
nouncements and promotional material. In order to 
qualify for acceptance, the prepayment plan must 
have the approval of the state or county medical 
society in the area in which it operates. The med- 
ical profession in the area must assume responsi- 
bility for the medical services included in the bene- 
fits. Plans must provide free choice of a qualified 
doctor of medicine and maintain the personal, con- 
fidential relationship between patient and physician. 
The plans must be organized and operated to pro- 
vide the greatest possible benefits in medical care 
to the subscriber. 


Medical care plans may be in terms of either cash 
indemnity or service units, with the understanding 
that benefits paid in cash are to be used to assist in 
paying the costs incurred for medical service. The 
standards also include provisions relative to the 
actuarial data that are required, systems of account- 
ing, supervision by appropriate state authorities 
and periodic checking and reporting of the progress 
of the plan to the Council. 


Coincidentally with the announcement of these 
standards of acceptance, there was organized, as 
a voluntary federation, an organization known as 
Associated Medical Care Plans, Inc. This inde- 
pendent association will include as members all 
plans that meet the minimum standard of the 
Council on Medical Service of the American Med- 
ical Association. The Associated Medical Care 


_ *As released to the press February 16, 1946 by the Amer- 
ican Medical Asociation. 


Plans will undertake to establish co-ordination and 
reciprocity among all of these plans so as to permit 
transference of subscribers from one plan to 
another and use of the benefits in any state in 
which a subscriber happens to be located. Under 
this method great industrial organizations with 
plants in various portions of the United States 
will be able to secure coverage for all of their 
employees. Moreover, it will be possible for the 
Veterans Administration, welfare and industrial 
groups as well as government agencies, to provide 
coverage for the people in any given area through 
a system of national enrollment. In addition, the 
Associated Medical Care Plans, Inc., will under- 
take research and the compilation of statistics on 
medical care, provide consultation and information 
services based on the records of existing plans and 
engage in a great campaign of public education 
as to the medical service plan movement under 
the auspices of state and county medical societies. 


The Board of Trustees of the American Medical 
Association also announced the _ establishment 
under its Council on Medical Service of a Division 
of Prepayment Medical Care Plans with a director 
and a staff who will administer the activities of 
the Council on Medical Service related to the 
promotion and development of medical care plans 
in all of the states. 


In announcing its proposals for a nation-wide 
provision of sickness insurance on a mutual non- 
profit basis, the Association through its President 
and the Board of Trustees authorizes the publica- 
tion of its complete health program with the ten 
points, which include the development of services 
in the field of preventive medicine, maternal and 
child health, voluntary prepayment plans for pro- 
tection against the costs of sickness, compensation 
for loss of wages due to illness, the care of the 
veteran and the development of a high standard 
of housing, nutrition, clothing and recreation. The 
American Medical Association last June, through 
its Board of Trustees and Council on Medical 
Service, announced a 14-point program to improve 
the health and medical care situation in the United 
States. In October, 1945, the interpretation of 
these 14 points and methods of implementation 
were adopted by the Council on Medical Service. 


In December, 1945, the House of Delegates 
continued on page 219 
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approved the whole program, suggested its rear- 

rangement and directed the Board of Trustees to 

keep the program constantly up to date so that it 

will stay at least even with and, if possible, a 

step ahead of the needs of the public. 

With this in mind the Board of Trustees has 
adopted a restatement of the 14-point program, 
which clarifies still further the position of the 
American Medical Association on some of these 
points and brings into the program more definitely 
such matters as maternal and child welfare, med- 
ical research, the medical care of the veteran, and 
the part to be played by the voluntary health agen- 
cies. This restatement follows: 


National Health Program of the American 
Medical Association 


(1) The American Medical Association urges 
a minimum standard of nutrition, housing, cloth- 
ing, and recreation as fundamental to good health 
and as an objective to be achieved in any suitable 
health program. The responsibility for attainment 
of this standard should be placed as far as possible 
on the individual, but the application of commun- 
ity effort, compatible with the maintenance of free 


enterprise, should be encouraged with govern- 
mental aid where needed. 

(2) The provision of preventive medical serv- 
ices through professionally competent health 
departments with sufficient staff and equipment to 
meet community needs is recognized as essential in 
a health program. The principle of federal aid 
through provision of funds or personnel is recog- 
nized with the understanding that local areas shall 
control their own agencies as has been established 
in the field of education. Health departments 
should not assume the care of the stick as a function 
since administration of medical care under such 
auspices tends to a deterioration in the quality of 
the service rendered. Medical care to those unable 
to provide for themselves is best administered by 
local and private agencies with the aid of public 
funds when needed. This program for national 
health should include the administration of medical 
care including hospitalization to all those needing 
it but unable to pay, such medical care to be pro- 
vided preferably by a physician of the patient’s 
choice with funds provided by local agencies with 
the assistance of federal funds when necessary. 

(3) The procedures established by modern med- 
icine for advice to the prospective mother and for 


adequate care in childbirth should be made avail- 
continued on page 221 


How to Haue 
Income jor the 


Put Yourself FIRST on Y our Payroll 
instead of LAST 


Rest of Your Life 


only if there’s something left over. 


regular part of your budget. 


Retirement Income Plan?” 


When you sit down to take care of your monthly bills, the butcher, the baker, the 
candlestick maker, each gets what’s coming to him — but are you equally careful 
about setting aside something for yourself and your family? 


Too many of us devote our income to meeting present and past expenses, and save 
But why put yourself last on the list? Make a definite program for the future a 


Read about The Connecticut Mutual’s Retirement Income plan which enables you 
to enjoy real peace of mind. Let us send you a copy of our booklet, “What Is the 


The Connecticut Mutual Life Insurance Company 
Walter K. R. Holm, Jr., General Agent and Associates 
Suite 1814, Industrial Trust Building, Providence 3, Rhode Island 
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HOW OFTEN D0 
USE X-RAYS IN ENT DIAGNOSIS? 


Probably not as often as you would like to. You may 
unconsciously rule out x-ray confirmation because of 
delay and inconvenience to the patient who has to go 
out of your office for this service. This no longer need 
be the case. By installing a complete Ritter Treatment 
Room with a Ritter X-Ray, you can give your patients 
complete x-ray diagnosis without delay. Ask our repre- 
sentative for the new booklet, “Two Important Years,” 
and read how to put this modern diagnostic tool, the 
Ritter X-Ray, to work for you in your own office. 
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able to all at a price that they can afford to pay. 

When local funds are lacking for the care of those 

unable to pay, federal aid should be supplied with 

the funds administered through local or state 

agencies. 


(4) The child should have throughout infancy 
proper attention including scientific nutrition, 
immunization against preventable disease, and 
other services included in infant welfare. Such 
services are best supplied by personal contact 
between the mother and the individual physician but 
may be provided through child care and infant 
welfare stations administered under local auspices 
with support by tax funds whenever the need can 
be shown. 


(5) The provision of health and diagnostic cen- 
ters and hospitals necessary to community needs is 
an essential of good medical care. Such facilities 
are preferably supplied by local agencies, including 
the community, church and trade agencies which 
have been responsible for the fine development of 
facilities for medical care in most American com- 
munities up to this time. Where such facilities are 
unavailable and cannot be supplied through local 
or state agencies, the federal government may aid, 
preferably under a plan which requires that the 
need be shown and that the community prove its 
ability to maintain such institutions once they are 
established. (Hill-Burton bill) 


(6) A program for medical care within the 
American system of individual initiative and free- 
dom of enterprise includes the establishment of 
voluntary nonprofit prepayment plans for the costs 
of hospitalization (such as the Blue Cross Plans) 
and voluntary nonprofit prepayment plans for 
medical care (such as those developed by many 
state and county medical societies). The principles 
of such insurance contracts should be acceptable 
to the Council on Medical Service of the American 
Medical Association and to the authoritative bodies 
of state medical associations. The evolution of 
voluntary prepayment insurance against the costs 
of sickness admits also the utilization of private 
sickness insurance plans which comply with state 
regulatory statutes and meet the standards of the 
Council on Medical Service of the American Med- 
ical Association. 


(7) A program for national health should 


include the administration of medical care, includ- 
ing hospitalization, to all veterans, such medical 
care to be provided preferably by a physician of 
the veteran’s choice with payment by the Veterans 
Administration through a plan mutually agreed 
on between the state medical association and the 
Veterans Administration. 
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(8) Research for the advancement of medical 
science is fundamental in any national health pro- 
gram. The inclusion of medical research in a 
National Science Foundation, such as proposed in 
pending federal legislation, is endorsed. 


(9) The services rendered by volunteer philan- 
thropic health agencies such as the American Can- 
cer Society, the National Tuberculosis Associa- 
tion, the National Foundation for Infantile Paral- 
ysis, Inc., and by philanthropic agencies such as 
the Commonwealth Fund and the Rockefeller 
Foundation, and similar bodies have been of vast 
benefit to the American people and are a natural 
outgrowth of the system of free enterprise and 
democracy that prevail in the United States. Their 
participation in a national health program should 
be encouraged and the growth of such agencies 
when properly administered should be commended. 


(10) Fundamental to the promotion of the 
public health and alleviation of illness are wide- 
spread education in the field of health and the 
widest possible dissemination of information 
regarding the prevention of disease and its treat- 
ment by authoritative agencies. Health education 
should be considered a necessary function of all 
departments of public health, medical associations, 
and school authorities. : 
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offers these unique 
linical 
clinical advantages 
POTENTIATED ANTIBACTERIAL POTENCY 
urea-sulfanilamide mixture more effective than either 
drug used independently.! Not inhibited by pus. 
BETTER TISSUE DIFFUSION 
more active diffusion of sulfanilamide through living 
and dead tissues due to urea content.2 
INCREASED PHYSIOLOGIC DEBRIDEMENT 
local therapy with urea in chronic otitis media brings 
about ‘‘a more adequate removal of the gross and micro- 
scopic debris in the recesses of the middle ear.’’3 
WIDE FIELD 
effective in BOTH acute AND chronic otologic infections. 
Active against sulfonamide-resistant bacteria.4 
WELL TOLERATED 
freedom from alkalinity virtually obviates local irritation. C 
ANALGESIC 
provides effective chlorobutanol analgesia without impaired . 
sulfonamide activity. C 
White’s Otomide presents a stable, non-irritating solution of sulfanila- F 
mide, urea and chlorobutanol in a glycerin vehicle of unusually high 
hygroscopic activity. te 
ce 
ce 
LABORATORIES, INC. 
Pharmaceutical Manufacturers + Newark 7, N. J. 
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50:262, 1942. 
2. McClintock, L. A. and Goodale, R. H.: U. S. Naval Med. 
Bull., 41:1057, 1943. C 
3. Mertins, P. S. Jr.: Arch. Otolaryng., 26:509, 1937. cc 
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AMENDMENTS TO BY-LAWS 


AMENDMENTS TO THE BY-LAWS 


At the meeting of the Rhode Island Medical Society held on February 4, 1946 the following 
amendments to the By-Laws were adopted. (Changes made are noted in italics) 


s ARTICLE X 
STANDING COMMITTEES AND BOARDS OF TRUSTEES 


Section 1. NAmep. — The standing committees 
of the Society consist of the following: 


(1) Committee on Scientific Work and An- 
nual Meeting 


(2) Committee on Public Laws 
(3) Committee on Publication 
(4) Committee on Postgraduate Education 
(5) Committee on Medical Economics 
(6) Committee on Industrial Health 
(7) Committee on the Library 
(8) Committee on Public Policy and Rela- 
tions 
(9) Trustees of the Rhode Island Medical 
Society Building 
(10) Trustees of the Caleb Fiske Fund 
(11) Trustees of Special Funds 
(12) Auditors 


Section 2. REQUIRED Reports. — Each of these 
Committees shall at the May meeting of the House 
of Delegates report in writing concerning its ac- 
tivities during the past year. The Trustees of the 
Caleb Fiske Fund and the Trustees of the Special 
Funds shall report to the Council. 


Section 3. Vacancies. — If an elected commit- 
teeman dies, resigns, is removed or fails, his suc- 
cessor shall be elected in accordance with the pro- 
cedure set forth for the election of members to the 
respective committees. 


Section 4. Etection or Mempers. — The 
Standing Committees on Scientific Work and An- 
nual Meeting, Public Laws, Publication, Postgrad- 
uate Education, Medical Economics, Industrial 
Health, Public Policy and Relations, and the Li- 
brary, shall each consist of the President and the 
Secretary, ex officio and nine (9) members elected 
by the House of Delegates. 


Section 8. PostcraDUATE Epucation. — The 
Committee on Postgraduate Education shall act in 
conjunction with the Council to provide post- 
graduate clinics, courses and other instruction for 


the component societies and the members of this 
Society. 


Section 12. Pusiic Poticy AND RELATIONS. — 
The Committee on Public Policy and Relations 
shall concern itself with all matters of public pol- 
icy, public relations, education and information 
relative to medicine and public health. 


ARTICLE V.— OFFICERS 


Section 11. TREAsURER.— 
Council meeting preceding the meeting of the 
House of Delegates in September to present to the 
Council, for its approval, a budget of necessary 
expenses of the Society for the ensuing year and 
to pay all bills within the scope of the approved 


A Lifetime Investment 
in Enjoyment 


Frederick B. Thurber 
A. Ronald Reed 
Certified Gemologists 


Tilden-Thurber 


PROVIDENCE 


Registered Jewelers, American Gem Society 
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A NUTRITIONALLY ADEQUATE INFANT FOOD 


Formu tac is the tradename for a new product—a 
reduced milk in liquid form — supplemented with suf- 
ficient vitamins and minerals to render it an adequate 


food for infants. 


FormuLac was developed by E. V. McCollum to fill 
a long-felt pediatric need for a milk containing sufh- 
cient vitamins and minerals to meet the nutritional 
requirements of a growing infant without supplemen- 
tary administration. The McCollum method of incor- 
porating vitamins into the milk itself eliminates the 
risk of maternal error or oversight. 


Formutac, newly introduced on the market, is pro- 


moted ethically. 


Formutac, supplemented by carbohydrates at your 
discretion, presents a flexible basis for formula prepara- 
tion, readily adjustable to each individual child's needs. 


Formutac has been tested clinically, and proved satis- 
factory in promoting infant growth and development. 
Priced within range of even low income groups, this 
inexpensive infant food is on sale at most drug and 


grocery stores. 


Distributed by 
KRAFT FOODS COMPANY 


* For professional samples and further information 
about FORMULAC, mail a card to National Dairy Products 
Company, Inc., 230 Park Avenue, New York 17, N. Y. 
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TRICHOMONAS STAPHYLOCOCCI 

VAGINALIS STREPTOCOCCI L 
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5.8 to 7.8 M 
N 
N 
P 
In acute or chronic vaginitis, Floraquin restores the N 


normal pH, destroys pathogenic organisms and promotes 
rehabilitation of the vaginal mucous membrane with 
respect to its glycogen content. 


F LORAQUIN contains the nontoxic protozoacide, 
Diodoquin, together with lactose and dextrose. This product 
of Searle Research brings about the reestablishment and 
maintenance of the normal range of vaginal acidity 

(pH 3.8 to 4.4) unfavorable to vaginal infections. 


FOR OFFICE INSUFFLATION — Floraquin Powder 
in bottles of 1 oz. and 8 oz. 


FOR HOME ROUTINE —Floraquin Tablets in boxes of 24. 


Floraquin is the registered trademark of G. D. Searle & Co., Chicago 89, Illinots 
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PRELIMINARY REPORT OF PROVIDENCE HEALTH DEPARTMENT 


PRELIMINARY REPORT OF HEALTH DEPARTMENT STATISTICS 


PROVIDENCE * RHODE ISLAND 


1945 


*VITAL STATISTICS* 


Deaths all 
Deaths under 1 
Deaths over 70 
Births 
Marriages 
Infant Mortality 
Death Rate 
Birth Rate 


PRINCIPAL CAUSES 


1. Heart Disease 
2. Cancer 
3, Penumonia . 
4. Nephritis 
5 
6 


. Cerebral Hemo ge bs 
Auto Accidents 


LABORATORY EXAMINATIONS 


Chas. V. Chapin Hospital 27888 
MILK DEPARTMENT 

No. Samples Tested 

No. Licenses Issued 

PHYSICIANS 

No. Visits to Sick Poor 


1945 
DIPHTHERIA IMMUNIZATION 


No. Schick Tests 
No. Alum. Toxoid Treat. 


SMALLPOX IMMUNIZATION 
No. Vaccinated 2512 


INSPECTORS 

Food Inspector: 
Inspections 
Licenses Renewed .... 
New Licenses 
Transfers 
Licenses Withdrawn 
Licenses Not Approved 
Licenses Revoked 

Sanitary Division: 
No. of Visits 
Dog, Cat Bite Visits 
Kennel Lic. Approved 
Garbage Lic. Approved 


23621 NURSING VISITS 


1411 Communicable Diseases 
Child Hygiene 

2266 Parochial Schools 
Tuberculosii—Home (DNA) 4958 
CHILD HEALTH STATIONS 
Visits by Children 


COMMUNICABLE DISEASES 


CASES *DEATHS* 
1944 1945 1944 


Res. Non- Res. Non- Res. Non- 
Res. Res. Res. 


Diphtheria 
Scarlet Fever 


Measles 


Whooping Cough 


w 


Pulmonary Tuberculosis 


Septic Sore Throat 


Streptococcus Sore Throat 
Gastro Enteritis 


w 

OF 
— 

ORR 


Bacillary Dysentery 


Poliomyelitis 


Epidemic Meningitis 


Typhoid Fever 


Paratyphoid Fever 


Epidemic Encephalitis 


Ophthalmia Neonatorum 


Undulant Fever 


Infectious Mononucleosis 


Trichinosis 


Tetanus 


nN 
Nn 
cooocoocorace 


*Includes Non-Residents* 


MICHAEL J. NESTER, M.D., 
Superintendent of Health 
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SIMPLIFY URINALYSIS 


NO TEST TUBES « NO MEASURING ¢ NO BOILING 


Diabetics welcome “Spot Tests” (ready to use dry reagents), 
because of the ease and simplicity in using. No test tubes, 
no boiling, no measuring; just a little powder, a little urine— 
color reaction occurs at once if sugar or acetone is present. 


Calatost Teil 


FOR DETECTION OF SUGAR IN THE URINE FOR DETECTION OF ACETONE IN THE URINE 


THE SAME SIMPLE TECHNIQUE FOR BOTH 


1. A LITTLE POWDER 2. A LITTLE URINE 


COLOR REACTION IMMEDIATELY 


A carrying case containing one vial of Acetone Test (Denco) 
and one vial of Galatest is now available. This is very con- 
venient for the medical bag or for the diabetic patient. The 
case also contains a medicine dropper and a Galatest color 
chart. This handy kit or refills of Acetone Test (Denco) and 
Galatest are obtainable at all prescription pharmacies and 
surgical supply houses. 


Accepted for advertising in the Journal of the A.M.A. 
WRITE FOR DESCRIPTIVE LITERATURE 


THE DENVER CHEMICAL MANUFACTURING COMPANY, INC. 
(163 Varick Street, New York 13, N: Y. 
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DISTRICT MEDICAL SOCIETY MEETINGS 


DISTRICT MEDICAL SOCIETY MEETINGS 


WASHINGTON COUNTY MEDICAL 
SOCIETY 
The Annual Meeting of the Washington County 


Medical Society was held January 9, 1946, at the 


Nurses’ Home, Westerly Hospital. 

The Treasurer’s report was read, accepted and 
ordered placed on file. 

Applications for membership were received from 
Dr. Thomas A. Nestor of Wakefield, and Dr. 
Joseph L. C. Ruisi of Westerly. The Board of 
Censors at a special meeting recommended that 
these men be admitted to membership, and they 
were approved at once. 

Dr. Charles Farrell of Pawtucket spoke on the 
A.A.P.S. and plans to guarantee private practice. 
He urged all physicians to join the organization 
and support its program. 

The Nominating Committee then presented a 
slate of officers for the coming year: 

President SALVATORE P. TurRCO, M.D. 
Ist Vice-President Louts Morrone, M.D. 
2nd Vice-President............. SYLVESTER A. CAPALBO, M.D. 
Secretary-Treasurer..... 

Censor for 3 years 

Auditor A. L. MANGANARO, M.D. 
Delegate for 2 JuLtanna R. TATUM, M.D. 
Councilor. Joun P. Jones, M.D. 
Member of Public Policies Committec....L. C. CERRITO 

These were voted on by one ballot cast by the 
Secretary. 

The speaker of the day was Dr. John D. Hubbard 
who read a very interesting paper on “Carcinoma 
of the Breast.” A discussion period followed. 

After the meeting adjourned dinner was served 
at the Haversham Inn to twenty-five members and 
guests. 


Respectively submitted, 
Juttanna R. Tatum, M.p., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 

A joint meeting was held by the Providence 
Medical Association with the Rhode Island Med- 
ical Society at the Medical Library on Monday, 
February 4, 1946, The meeting was called to order 
by Dr. Paul C. Cook, president of the Association, 
at 8:35 p.m. 

The report of the Executive Committee was read 
by Dr. Frank W. Dimmitt in the absence of the 


secretary, and the following actions of the Com- 
mittee were noted: 


The Executive Committee authorized the Presi- 
dent to appoint a committee of three members of 
the Association to study the question of a Tele- 
phone Exchange for the membership and to re- 
port back its findings to the executive committee. 
The Executive Committee approved of a recom- 
mendation to send an inquiry card to every mem- 
ber to assist in a study of fee tables for medical 
services in the community. 
The Executive Committee voted that effective 
January 1, 1946, members of the Association re- 
turning to Rhode Island after serving in the 
armed forces shall be excused from the payment 
of annual dues for a period of six months from 
the date on which they start civilian practice, and 
shall be assessed on a pro rata basis for the 
remainder of the year after the six months ex- 
emption period. 

The Executive Committee appointed a commit- 

tee consisting of Drs. John E. Donley, Roland 

Hammond, Peter Pineo Chase, Albert H. Miller, 

and Wilfred Pickles to initiate plans regarding 

the Association’s centennial, and particularly to 
consider the question of a history of the Associa- 
tion in connection with this observance. 

The Executive Committee recommended that a 

committee of Drs. William H. Foley, Frank B. 

Cutts and Herbert E. Harris be appointed to re- 

view the question of zoning regulations in cer- 

tain areas on buildings suitable for physicians’ 
offices. 

Dr. Cook announced that he had appointed the 
following committees to prepare tributes for the 
Association membership to the memory of deceased 
members : 

Drs. Joseph C. O’Connell and Dr. Thomas 
McOsker, for the late Dr. Edward Campbell ; Drs. 
Herbert Partridge and William O. Rice for the 
late Dr. John M. Peters; Drs. Joseph Dowling and 
Edward A. McLaughlin for the late Dr. Michael 
B. Milan; and Drs. Bertram Buxton and John G. 
Walsh for the late Dr. Raymond Bugbee. 

Reporting for the Executive Committee, Dr. 


F. W. Dimmitt announced that it recommended for 
continued on page 233 
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in ACUTE OTITIS MEDIA 
Symptoms 


Pain, fever, edema, leucocytosis, 
sense of fullness and impaired 
hearing. 

Treatment 
Relief of pain and inflammation— 
Auralgan, 

Action 


Decongestant, analgesic, bacterio- 
static. 


Scientific data reporting 


clinical studi 
Nea the use of Otosmosan 


available on request. 


and reprints of 


in CHRONIC SUPPURATIVE 
OTITIS MEDIA 


Symptoms 
Persistent discharge, often foul 
smelling, usually no toxemia, no 
pain, no fever. 
Treatment 
Otosmosan. 
Formula 
Sulfathiazole 10% — Urea 10% 
in Glycerol (DOHO). 
Action 


Deodorizes the discharge, liquifies 
unhealthy granulations, bacterio- 
static, permits normal epithelial- 
ization. 


Complimentary quantities for clinical trial 


THE DOHO CHEMICAL CORPORATION 
New York 13, N. Y. ° 
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PROVIDENCE MEDICAL ASSOCIATION 
continued from page 231 

election to active membership in the Association 
the following physicians : 

Herman B. Marks 

Hubert Holdsworth 

George E. Charon 

Barrito B. Mongillo 

Eric Denhoff 

A motion was made, seconded and passed that the 
nominees recommended by the Executive Commit- 
tee he elected to active membership. 

The business session of the Association com- 
pleted, Dr. Cook called upon Dr. Joseph H. Ladd, 
vice president of the Rhode Island Medical So- 
ciety, to conduct the remainder of the program. 
Dr. Ladd called for a report from the Secretary. 
Dr. Morgan Cutts, assistant secretary, reported the 
action of the House of Delegates in proposing cer- 
tain amendments to the By-Laws. After a reading 
of the proposed changes Dr. Ladd called for a mo- 
tion of acceptance. It was moved, seconded and 
passed that the proposed by-law changes be effected. 

Dr. Ladd then introduced Major General Paul 
R. Hawley, assistant administrator of Veterans 
Affairs, in charge of medicine and surgery, who 
discussed the subject “Medical Care for the Vet- 
eran”. After General Hawley’s presentation, Dr. 
Herman C. Pitts, president-elect of the State Med- 
ical Society reported on “The Plan for a Voluntary 
Surgical Insurance Program for Rhode Island.” 


The meeting adjourned at 10:30 p.m. 


Respectively submitted, 
FRANK B. Cutts, M.p.,Secretary 


WELCOME HOME! 


The Rhode Island Medical Society reports the follow- 
ing Rhode Island physicians as honorably released 
from active duty, most of whom have resumed the 
private practice of medicine in this State as of March 
15. Additional listings will be made each month and 
members are urged to report promptly upon their re- 
turn to Rhode Island. 


CLARENCE E. BIRD, M.D., 116 Waterman Street, Providence 
NATHAN CHASET, M.D., 105 Keene Street, Providence 
HAROLD L. COLLOM, M.D., 3188 Post Road, Apponaug 
PALMER CONGDON, M.D., 211 Angell Street, Providence 
ROBERT FARRELL, M.D., 57 Beacon Avenue, Providence 
WILLIAM A. MCINTYRE, M.D., 652 Elmwood Avenue, 
Providence 
— A. MOTTA, M.D., 164 Academy Avenue, Provi- 
lence 
Louis A. NORMANDIN, M.D., 240 Taunton Avenue, East 
Providence 
JOSEPH SMITH, M.D., City Hall, Providence 
EDWARD R. THOMPSON, M.D., Hall Building, 18 Exchange 
Street, Pawtucket 
THUR H. VAUGHN, M.D., 137 Warren Avenue, East 
Providence 
a W. WILLIAMS, M.D., 129 Waterman Street, Prov- 
lence 


Tue effectiveness of Mercurochrome 
has been demonstrated by more than twenty 
years of extensive clinical use. For professional 
convenience Mercurochrome is supplied in 
four forms—Aqueous Solution in Applicator 
Bottles for the treatment of minor wounds, 
Surgical Solution for preoperative skin dis- 
infection, Tablets and Powder from which 
solutions of any desired concentration may 
readily be prepared. 


(H. W. & D. brand of merbromin, dibromoxymercurifluorescein-sodium) 


is economical because stock solutions may be 
dispensed quickly and at low cost. Stock solu- 
tions keep indefinitely. 

Mercurochrome is antiseptic and relatively 
non-irritating and non-toxic in 
wounds. 

Complete literature will be fur- 
nished on request. 


HYNSON, WESTCOTT 
& DUNNING, INC. 
BALTIMORE, MARYLAND 
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TABLETS OF NERCUROCHRO 


Many data have been compiled 
by physicians and others en- 
gaged in medical research as a 
result of increasing interest in 
Fiberglas Materials and their 
medical aspects. Some of them 
may help you solve a problem. 


FOR YOUR CONVENIENCE— BIBLIOGRAPHY: 


Fiberglas® Materials 


13. “Safe eats of Fiberglas in Ship- 
building’’ by Edward G. Ames in 19-44 
National Safety sal Transactions. 


14. “Use of Fibrous Glass by oe Army 
and Navy”, by Major Hubert D. Keiser, 
A.U.S., in Mining Technology, Vil, 3 
(May, 1943), pp. 1-14. Contains a com- 
prehensive description of manufacturing 
processes. 


RHODE ISLAND MEDICAL JOURNAL 


in Medicine 


15. “Fibrous Glass Insulation: Health 
Aspects of’, joint memorandum (Decem- 
ber 30, 1942) of the Bureau of Ships and 
the Bureau of Medicine and Surgery 
(BUMED FS/838-1 (103)). 


16. Pioneering Uses of Fiberglas Materials 
in Medicine, 16-page brochure describing 
ways in which Fiberglas is being used to 
solve medical problems. 


Check the numbers of the 
items in which you are inter- 
ested, or merely mail the 
coupon for a copy of ‘‘Pioneer- 
ing Uses of. Fiberglas in Medi- 
cine’’. 
1. “Glass Plastic Cast’? by Roger Ander- 
son, M.D., and Herbert R. Erickson, 
M.S., in The American Journal of Surgery, 
LXIX, 3 (September 1945), pp. 299-305. 


2. “Fiberglas Used as a Root Canal — t 
ing Material’ by Harry Maeth, D.D.S., 
The Dental Digest, L1, 10 eos, 1045), t 
pp. 555-556. 
3. “Significance of the Nitrogen Loss in s 
the Exudate from Surface Burns”’ by John t 
W. Hirshfeld, M.D., Harold H. Williams, 
Ph.D., William E. Abbott, M.D., Carl G. a 
Heller, M.C., Ph.D., and Matthew A. i 
Pilling, M.D., in Surgery, XV, 5 (May, 1 
1944), pp. 766-773 
4. ‘‘Fiberglas Suture Material” by Roy 
Philip Scholz, M.D., and Philip S. Mount- fi 
joy, M.D., in The "American Journal of 
Surgery, LVI, 3 (June, 1942), pp. 619-621. t' 
5. “‘New Type Plasma Filter Will Aid in 
e Prevention of Fatal Wound Shock” in g 
: Surgical Business, V, 5 (May, 1942), pp. f 
20-21. 
6. “‘Rayable Gauze as a Factor of Safety 
in Surgical Operations” by Edward F. 
Lewison, M.D., in Bulletin of the American tl 
College of Surgeons, XXVII, 1 (January, 
1942), pp. 39-40. A 
7. “The Effects of Fiberglas on Animal 
: and Human Skin" by Marion B. Sulzber- 
er, M.D., and Rudolf 1. Baer, M.D., in b 
ndustrial Medicine, Xi, 10 (October, 


1942), pp. 482-484. 


8. ‘‘Fiberglas Health Hazard Investiga- 
tion” by Walter J. Siebert, M.D., in 
Industrial Medicine. 


9. “‘Hazards of Exposure to Glass Wool, 
Glass Frit or Foam-Glass” by B. J. Hein, 

.D., in The Journal of the American 
Medical Association, CXXIV, 3 (January 
15, 1944), pp. 187-188. 


10. Report of the Director of The Trudeau 
Foundation—1941 by LeRoy U. Gardner, 


FIBERGLAS 


*T. M. Reg. U. S. Pat. Off. 


M.D., last page, describing findings based Pee 

on inhalation tests in which animals were 

exposed to glass fiber dust. oe et me the items OWENS-CORNING FIBERGLAS CORP. 
chec 

11. Health Aspects of Fiberglas Materials, 2036 Nicholas Bldg., Toledo 1, Ohio 

8-page brochure, published in April 1945, 

safety engineers, and others interested ina 

documented summation of facts relating 8, 9, 10, 11, 12, Name... 

to the subject. « 13 14 15 16 ' 

Aspects of Fiberglas Materials’’ by W. G. Samples of Fiberglas, in any 


available form, will also be 


Hazard, U.S.P.H.S. in Proceedings of the 


Rhode Island Industrial Health Institute, 
May 19, 1943, 


234 
. 
| 
j 
' 
' 


MARCH, 1946 
BOOK REVIEW 


MEN WITHOUT GUNS. DeWitt MacKenzie. 
The Blakiston Company, 1945. 


In my first introduction to this book I was re- 
minded of the celebrated writer lecturing before 
a Providence audience several years ago mention- 
ing in passing that the book, “Gone With The 
Wind”, was a dangerous one to read if you were 
sick in bed, and all hands went up in the audience 
at the start of the question period as to why. He 
answered that if it accidentally fell on your chest 
it might crush you. This is the only fault to be 
found with this book but I do not see how it could 
be otherwise to allow for the beautiful illustrations. 


Other books have been written depicting the 
work done by the medical corps in the war but 
none that I have seen contain such vivid pictures 
in such volume by well known artists who not only 
painted but lived the life they illustrate so well. 

From the foreword by Major-General Kirk and 
the graphic description by DeWitt MacKenzie 
through the various theaters of war, you get the 
story behind what each artist portrays. It gives a 
report in both words and pictures of the magnificent 
and amazing work carried out by the entire med- 
ical department in World War II, showing ad- 
vances made in medicine and surgery since the 
first World War. It shows the folks at home how 
the health of their loved ones in all branches is 
guarded and the excellent care given to the un- 
fortunate soldiers who are injured. 

Nothing better in pictures could ever be told 
than the wonderful sacrifices and courage of the 
Army Medical Corps carrying on in the face of all 
conditions and dangers. I can recommend this 
book to physicians but even more to the general 
public. 


Joun F. KENNEY, M.D., F.A.C.P. 


BOOKS MISSING FROM LIBRARY 


The Librarian reports the following books as 
missing from the Davenport Collection in the 
Miller Room at the library. The prompt return of 
these publications is requested. 

Oliver Woodson Nixon—W hitman’s ride through 
savage lands, with sketches of Indian life. 1905. 
( HISTORY ) 

John Duncan Quackenbos—Il/lustrated history of 
ancient literature, oriental and classical. N. Y., 
1882. (HISTORY) 

William Wallace Sanger—The History of prostitu- 
tion. N. Y., 1898. (HISTORY) 

Charles MacLaurin—Post Mortem. N. Y., 1923. 
( ADDRESSES, ESSAYS, MISCELLANEOUS ) 


HOMOGENIZED 


FOR HEALTH 


Rich, creamy flavor . . added digestibility 
. . economy in use . . are direct results of 
cream being evenly blended throughout 
an entire bottle of Homogenized Milk. 


A. B. MUNROE DAIRY 
GRADE A 
HOMOGENIZED 
Soft Curd 
MILK 


A Fine Milk 
with Maximum Nutritional Value 
THERE’S CREAM IN EVERY DROP. In 


homogenized milk the cream doesn’t rise to 
the top — it stays distributed throughout the 
bottle — and every glassful is equally rich in 
health-building nourishment. 


RICHER FLAVOR. There’s a smooth, rich, 
full-bodied flavor. Both children and adults 


enjoy it. 
SOFT CURD tends to digest more readily. 
Ideally suited to infant feeding. 


ITS PURITY AND QUALITY are assured you 
in the name of A. B. MUNROE DAIRY. 


A. B. Munroe Dairy 


Established 1881 
102 Summit Street 
East Providence, R. I. 
Tel: East Providence 2091 


1, Right lober pneumonia (type 1) and right empyema. 


Size of cavity, type of infection, and num- 
ber of organisms determine the amount 
of penicillin to be administered in empy- 
ema. Usually 50,000 or 100,000 units in 
normal physiologic saline solution are in- 
jected once or twice daily directly into 
the empyemacavity after aspiration of pus 
or fluid. (Keefer, C. S., et al.: New Dosage 
Forms of Penicillin, JA.M.A. 128:1161 
[Aug. 18] 1945.) Treatment is by instilla- 
tion, rather than irrigation, because peni- 
cillin requires at least 6 to 8 hours of con- 
tact for maximum effect. 

»Bristol Penicillin, because of its free- 
dom from toxicity and pyrogens, as well as 
absolute sterility and standard potency 
assures the desired pharmacologic action. 

*The rapidly developing new clinical 
uses of this potent antibiotic are abstract- 
ed in issues of the BRISTOL PENICILLIN 
picEsT. If not receiving your copies regu- 
larly, write. 


INCORPORATED 


BRISTOL | 


LABORATORIES | SYRACUSE 1, N.Y. 
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mpyem 


2. Right hyd: h with lipiodol 
injections showing interlobar empyema. 


3. After inj Penicillin in saline into 
empyema cavity daily for five days. 
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ANNUAL REPORTS—PROVIDENCE MEDICAL ASSOCIATION 


ANNUAL REPORTS 
of the 
PROVIDENCE MEDICAL ASSOCIATION 


1945 
Continued from February R. I. Medical Journal 


AIR POLLUTION ABATEMENT 


The following report is a continuation of that submitted 
at the May 1945 meeting and brings the committee’s action 
to date. 

On April 2, 1945, a very interesting and instructive paper 
was given at the Providence Medical Association Meeting 
by Dr. C. A. Mills, Professor of Experimental Medicine 
at the University of Cincinnati. Dr. Mills’ subject was 
“Medical Aspects of Air Pollution”. He found a higher 
incidence of pneumonia and pulmonary T.B. in the more 


heavily smoke polluted sections of Cincinnati. There was 


also a definite increase in cancer of the respiratory tract 
and a moderately higher incidence of stomach and rectal 
cancer in these areas. 

On April 16, 1945, the Planning Committee proposed at 
the March 19 general meeting, met. The committee is 
made up of the following members: 

Miss Alice W. Hunt Mr. George Hurley 

Miss Georgia B. Lewis Mr. Albert Harkness 

Mr. Harry C. Rankin Dr. B. Earl Clarke 

Mr. Edward Winsor Dr. Alexander Burgess 

Dr. Edward S. Cameron 


After a general discussion it was proposed that a good 
improved ordinance should be made up which would facili- 
tate law enforcement. A subcommittee composed of Mr. 
Edward Winsor, Mr. Harry C. Rankin, and Dr. Cameron 
as chairman, was appointed to draw up a new ordinance. 

This subcommittee has met on several occasions. It has 
received a very interesting report from Mr. John Vance 
of the Chamber of Commerce, who made a so-called 
“smoke abatement field trip”, visiting the cities of Pitts- 
burgh, Cincinnati, and Washington during the last sum- 
mer. Mr. Vance concluded that the present Rhode Island 
law could be stripped down to a “mere skeleton of itself 
and serve a better purpose.” He cited the very brief 
Washington ordinance which has proven effective. 

The Committee has kept in touch with Mr. Philip Man- 
cini, Providence City Public Service Engineer, who has 
been cooperative and from the results of his last dust col- 
lections feels that we are beginning to see some improve- 
ment in Providence. We hope to see some short articles 
in the daily press, written by Mr: Mancini, which would 
be of an educational nature to the general public and really 
help them with their fuel burning problems. 

Mr. Fletcher Burton, president of Curran & Burton, 
Inc, kindly consented to serve with the subcommittee in 
a consulting capacity, when appointed by Dr. B. Earl 
Clarke, president of the Providence Medical Association. 

A “Better Providence Meeting” sponsored by the Provi- 
dence Chamber of Commerce was held at the Narragan- 
sett Hotel October 17, 1945. Among other Civic Problems, 
that of Air Pollution was given attention. A short talk 
was given by Dr. Cameron on the Health Aspect of Air 
Pollution, and after a panel discussion of the air pollution 
Problem the following endorsements were made: 


1. We endorse the active work for correction of air 
pollution being carried on by the Public Service Engineer’s 
Department and urge continuous public cooperation. 

2. We advise an educational program by Mr. Mancini, 
Public Service Engineer, by articles on combustion to 
home owners through the press. 

3. We suggest that the Mayor appoint an advisory com- 
mittee of not more than five to review the present smoke 
abatement ordinance and to consider if revision of the 
present ordinance or a new ordinance should be set up, and 


especially to consider the following changes: 
continued on page 243 


DEPARTMENT OF PUBLIC WORKS 


OFFICE OF THE PUBLIC SERVICE 
ENGINEER 


CITY HALL, PROVIDENCE, R. I. 
Philip S. Mancini, Public Service Engineer 
January 4, 1946 
Dr. Edward S. Cameron 


82 Waterman Street 
Providence, Rhode Island 


Dear Dr. Cameron: 


Following are the results of our soot collection. 
The December sample is not ready : 


1945 Tons (sq. mi.) per year 
April July Sept. Oct. 
5647 2123 1496 1216 
*859 *501 *736 *834 
Sessions Ste 497 235 192 
305 336 221 

Brown University... 1467 531 629 
School for the Deaf 336 247 
Commercial High 436 394 
Avg. Tons per sq. 

mile per year 420 411 

*Average (1930-1938) 


**Lost samples due to weather conditions. 


Location 
Biltmore Roof 


The Biltmore reconverted to oil during the latter 
part of October. The November reading seems 
logical. In computing the City average soot fall of 
tons per square miles per year, I used the average 
(1930-1938) soot fall in the respective months for 
the Biltmore instead of the actual readings—be- 
cause the soot jar is located right at the chimney— 
and using soft coal the precipitation at the chimney 
is not representative of the area. 

Yours very truly, 
Putte S. MANCINI, 
Public Service Engineer 
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IS ADVICE HARD FOR 
PATIENTS TO SWALLOW! 


May we suggest, instead, 
SMOKE “PHILIP MorRIs”? 
Tests’ showed 3 out of every 
4 cases of smokers’ cough 
cleared on changing to 
PHILIP Morris. Why not 
observe the results for 
yourself? 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 


TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new blend—CounTRY 
Doctor PipE MIXTURE. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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ANNUAL REPORTS 
continued from page 239 


(1) Inclusion of all classes of fuel-burning equipment. 


(2) Provision of authority to establish regulations on 
the installation and operation of equipment. 


(3) Provision for control of the emission of dust as 
well as smoke. 


It was further concluded that industrial and other con- 
sumers of solid and liquid fuels be urged to exercise close 
supervision of their present combustion equipment, and to 
install such available devices as will help reduce smoke 
and control fly-ash and other elements contributing to air 
pollution. 

It was encouraging to see a paragraph in the December 
1, 1945 issue of Electrical World, an Engineering Journal. 
It was stated “that Narragansett Electric Co., Providence, 
has plans for installation of smoke abatement equipment 
in generating Station on Manchester Street with work to 
be carried out over a period of several months. Total cost 
reported in excess of $3,000,000.” Mr. Harry C. Rankin, 
who is a member of our subcommittee, is an Engineer at 
the Narragansett Electric Co. 

At subsequent meetings of the subcommittee it was felt 
that a good enabling act which would pave the way for an 
improved ordinance and be flexible enough so that all parts 
of the State would be in a position to make an ordinance 
for their particular locality would be very desirable. Mr. 
Edward Winsor has put together a brief but seemingly 
comprehensive enabling act and it is expected that the new 
Civic Committee on Air Pollution appointed by Mayor 
Roberts in November will urge its adoption and passage 
by the General Assembly. 

Trusting that the above resume of your Committee will 
help you in appraising the situation as of to date, 


Epwarp S. CAMERON, M.D., Chairman 


M. BurcEss, M.D. 
ANTHONY CorvVESE, M.D. 
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INJECTION TREATMENT OF HEMORRHOIDS 
continued from page 196 

# Kelsey, C. B.: “Diseases of the Rectum and Anus”. Wm. 
Wood & Co., N. Y. 1893, p. 178. 

5 Kelsey, C. B.: A. J. Med. Sci. 1885. 

6 Martin, C. F.: The Injection Treatment of Internal 
Hemorrhoids. Am. Med. 8 :9, 365-70, Aug. 27, 1904. 

7 Dukes, C., and Anderson, H. G.: Treatment of Hem- 
orrhoids by Submucous Injections of Chemicals, Brit. 
Med. J. 2:100, 1924. 

8 Hayden, E. P.: Internal Hemorrhoids: Injection Treat- 
ment. New Eng. J. Med. 203: 218-220, 1930. 

® Balch, F. G. Jr.: New Eng. J. Med. 212: 57-60, 1935. 

10 Mabrey, R. E., and Speare, G. S.: New Eng. J. Med. 
220: 592-596, 1939. 

11 Speare, G. S.: Personal Communication. 

12 Yaker, D. N.: Hemorrhoids: Surgical Versus Injection 
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RESOLUTION URGING USE OF SURGICAL 

INSURANCE PLAN AND OF SOCIETY 

FACILITIES IN PLANNING MEDICAL CARE 
FOR VETERANS 


“WHEREAS the Veterans Administration has 
expressed a desire and a willingness to cooperate 
with existing agencies in the task of meeting the 
medical needs of veterans, and 


WHEREAS the Rhode Island Medical Society 
contemplates the establishment of a voluntary, pre- 
paid surgical insurance program for the residents 
of the State, therefore, 


BE IT RESOLVED that the Rhode Island Medi- 
cal Society record its desire that the Veterans 
Acempuenaion utilize the services and the facilities 
of such a id surgical insurance program when 
it is esta lis ed to ene for surgical needs of 
veterans, and be it further resolved that it is the 
wish of the Society that its organized facilities and 
the professional services of its membership be made 
available to the Veterans Administration to assist 
in meeting the medical needs of veterans until 
such time as the surgical insurance program is - 
developed, and the veterans’ hospital is constructed 
in Providence.” 


: i ted by the House of Delegates of the 
e Island Medical Society, Jan. 31, 1946. 


E. P. ANTHONY, INC. 
Druggists 


178 ANGELL STREET 
PROVIDENCE, R. Il. 
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H. P. Hood & Sons maintain a corps of dairy farm experts who 
regularly inspect each Hood producer’s herd, barns, and equip- 
ment to make sure that he is taking every necessary precaution 
to keep the quality of Hood’s Milk at a consistently high level. 
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INCOME-TAX CREDIT for CHARITY PRACTICE of PHYSICIANS* 


Extension of Remarks 


OF 


HON. CLARE BOOTHE LUCE 


OF CONNECTICUT 


IN THE HOUSE OF REPRESENTATIVES, Monday, March 4, 1946 


M* Luce. Mr. Speaker, under leave to extend 

my remarks in the Recor, I include the fol- 
lowing editorial from Current Comment for Feb- 
ruary 9, 1946: 


INCOME-TAX CREDIT FOR CHARITY PRACTICE 
OF PHYSICIANS 


The value of the services rendered annually by 
physicians of this country in the treatment of the 
indigent sick for which they receive no compensa- 
tion has been estimated as in excess of $300,000,000. 
Recognition of this tremendous contribution made 
by physicians for the public good is reflected in a 
bill, H. R. 5296, introduced in the Congress Jan- 
uary 30 by Representative CLARE BooTHE LUCE, 
of Connecticut. The measure provides that physi- 
cians, surgeons, and dentists, commencing with the 
taxable year 1946, shall be allowed an additional 
credit as a deduction on their income tax equal in 
terms of percentages to that portion of their time 
each year which is devoted to charity, free clinic 
work, and public research work. The Commis- 
sioner of Internal Revenue will prescribe by regu- 
lation, it is contemplated, the method of computing 
such time and the proof which shall be required in 
substantiation. 


At the time the bill was introduced Representa- 
tive Luce had inserted in the CoNGRESSIONAL 
REcorp a statement embodying the justification for 
her sponsorship of this legislation. In connection 
with the many proposals being made for various 
kinds of governmental control of medicine, she 
said : 

“None of these proposals is a logical development 
of the American system of recognizing, promoting, 
and rewarding individual choice and achievement. 
In our earlier history pioneer medicos were re- 
warded for their frequently ill-paid devotion by a 
very special place in the community, high respect 


from their fellow citizens and patients, and pay- 
ment in lovingly prepared delicacies where cash was 
scarce. Those times have largely vanished. To 
become a doctor, a surgeon, a dentist now requires 
some 8 or 9 years of unremunerative and expensive 
schooling. Until he has completed all this, usually 
by the time he is 29 or 30, the doctor cannot even 
begin to earn his own bread and salt, much less 
begin to repay himself for the costs of learning his 
profession.” 


After referring to the fact that all reputable 
physicians give a considerable portion of their time 
to the treatment of patients who are unable to pay 
for the services in any way except by gratitude, the 
statement continues : 


“Surveys as to the amount of these unpaid serv- 
ices indicate that the percentages range from 
around 30 to 45 of all treatments given. This is a 
direct contribution on the part of the physician, 
surgeon, or dentist to the public welfare. In addi- 
tion are the hours spent without pay in public re- 
search work, on hospitals’ boards, and on boards 
of charitable organizations. All this must be chalked 
up to professional devotion, since it results in no 
return and often requires the practitioner to length- 
en his working day to 15 or 16 hours or more in 
times of epidemic. There are no limits possible on 
a doctor’s working day.” 


Because of the facts so well set forth in her state- 
ment, Representative LucE believes that the recog- 
nition contemplated by her bill is fully justified. 
This measure is pending before the House Com- 
mittee on Ways and Means, where, it may be as- 
sumed, it will be given consideration by the com- 
mittee in connection with its program to revise the 
income-tax law. 


*Reprinted from the Congressional Record — Appendix 
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“IN COMPLICA TING 


CCUMULATING evidence* points to penicillin as a therapeutic 
agent of choice not only in puerperal and postabortive sepsis but 


also against infections complicating pregnancy (when the causative organ- 
isms are penicillin-sensitive). Since penicillin crosses the placenta into the 


*Davis, C. H.: Gonorrheal Arthritis 
Complicating Pregnancy Treated with 
Penicillin, Am. J. Obst. & Gynec. 50:215 
(Aug.) 1945. 

Hudson, G. S., and Rucker, M. P.: 
Gas Bacillus Infection of the Uterus 
Treated with Penicillin, Am. J. Obst. 
and Gynec. 50:452 (Oct.) 1945. 

Woltz, J. H. E., and Zintel, H. A.: 
The Transmission of Penicillin to Amni- 
otic Fluid and Fetal Blood in the Human, 


fetal circulation, it may affect penicillin-susceptible infection in the fetus. 


Am. J. Obst. & Gynec. 50:338 (Sept.) 
1945. 

Mitchell, R. McN., and Kaminester, 
S.: Penicillin; Case Report of a Patient 
Who Recovered from Puerperal Sepsis 
Hemolytic Streptococcic Septicemia, 
Am. J. Surg. 63:136 (Jan.) 1944. 


White, R. A.: Puerperal Sepsis Treated 
with Penicillin, Southern M. J. 37:524 
(Sept.) 1944. 


PENICILLIN-C.S.C. 


These features bespeak the physician’s preference for Penicillin-C.S.C.: 
“7 It is made under rigid laboratory controls which safeguard its potency, 
t sterility, low toxicity, and freedom from pyrogens. The high degree of 
hae purification of Penicillin-C.S.C. is indicated by the pale color and small 
volume of the material in either the 100,000- or 200,000-unit vials. 
‘y ; This makes untoward reactions comparatively rare, even when massive 
dosage and prolonged administration are required. 


PHARMACEUTICAL DIVISION 
(MMERCIAL SOLVENTS 


Coporation 
17 East 42nd Street New York 17, N. Y. 
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